Obstetrical and Gynecological 
Supplement 


Contributed by 


The American College of 


Osteopathic Obstetricians 


and Gynecologists 


July, 1950 
Pages 1 to 31 


inf 

ny 

‘olume 
Number 1 


OBSTETRICAL AND GYNECOLOGICAL SUPPLEMENT 
The American College of Osteopathic 
Obstetricians and Gynecologists 


Journal A.O.A, 
Vv 


ol. 49, No. 1] 


EDITORIAL COMMITTEE 


Lester E1senperc, CHAIRMAN Philadelphia 
SamMuet Brint Philadelphia 


Editorial Office, 212 East Ohio St., Chicago 11. 
Address all communications to the Chicago Office. 
Copyright, 1950, by the American Osteopathic Assn. 


Volume 3 July, 1950 


CONTENTS 


EDITORIALS 


Progress. Julian Lansing Mines, D.O., F.A.C.0.0.G., Glendale, Calif 


Editorial Resume. Lester Eisenberg, D.O., Philadelphia 


ARTICLES 


The Use of Posterior Pituitary Extract in the First Stage of Labor. 
James G. Matthews, Jr., D.O., Highland Park, Mich. 


Phlebothrombosis and Thrombophlebitis in Obstetrics and Gynecology. John A. Costeilo, 
D.O., and Joseph O. Costello, D.O., Los Angeles. 


Obstetrical Considerations of Human Trophoblast. D. B. Percival, D. O., 
San Rafael, Calif. 12 


Episiotomy and Repair. M. L. Riemann, D.O., F.A.C.O.0.G., Kirksville, Mo. -..............--.-..-..--- 16 


Uterine Inversion Following Childbirth With Case History of Spontaneous 
Reinversion. Seaver A. Tarulis, D.O., Chicago 


Diabetes Mellitus Complicating Pregnancy. John C. Dickson, Jr., D.O., Trenton, Mich 


Endometriosis. Albert F. Kull, D.O., South Bend, Ind. 


OFFICERS 


July, 1949—February, 1950 


PRESIDENT 


Julian Lansing Mines, Glendale, Calif. 


First Vice PResipeNnt. 
Seconp Vice PrestpENT 


Arthur A. Speir, Merrill, Mich. 
Bernard Abel, Toledo, Ohio 


SecretTary-TREASURER 


Dorothy Marsh, Los Angeles 


TRUSTEES. 


Homer R. Sprague, Lakewood, Ohio 


Martin L. Riemann, Kirksville, Mo. 
Delle A. Newman, Detroit 


February, 1950—February, 1951 


PRESIDENT Julian Lansing Mines, Glendale, Calif. 
First Vice Presipent Dorothy Marsh, Los Angeles 
Seconp Vice Presipent Bernard Abel, Toledo, Ohio 
Arthur A. Speir, Merrill, Mich. 
TRUSTEES Martin L. Reimann, Kirksville, Mo. 

Delle A. Newman, [etrott 

Arthur B. Funnell, !enver 


€ 


Number 1 


Obst. and Gynec. Supplement 
Vol. 3, No. 1, July, 1950 


PROGRESS 
Since its inception in 1934, under the able guid- 
ance of its first president, Dr. Margaret Jones, the 
American College of Osteopathic Obstetricians and 
Gynecologists has prospered as an organization dedi- 
cated to the betterment of the practice of osteopathic 
obstetrics and gynecology. 


Interest in such a specialty college within a mi- 
nority profession was meager during the organization’s 
beginning years, but as the osteopathic profession has 
grown in numbers as well as in prestige and the trend 
toward specialization has increased, the A.C.O.0.G. has 
grown in proportion. Its officers have been not only 
guiding lights, but through their consistent efforts 
have guided this group to maturity, so that now we 
stand as a respected organization under the aegis of 
the American Osteopathic Association. 


Of great importance is the undisputed respect 
which accrues to the members of this organization, 
both in their communities and’in the national picture. 
Surely now it is deemed both an honor and a privilege 
to be accepted for membership in this organization 
dedicated to the betterment of all osteopathic physi- 
cians engaged in the practice of the specialty. 


As the College has grown, it has been able to offer 
competent assistance to the American Osteopathic As- 
sociation in problems involving the conduct of obstetric 
practice in osteopathic hospitals throughout the coun- 
try. It is hoped that in the future we may give even 
more significant aid along these lines. Through the 
combined efforts of our members, it is my hope that 
in time to come we will also aid in setting up adequate 
graduate teaching programs and in facilitating research 
endeavors in the specialty. 


At this moment, I feel secure in the belief that the 
American College of Osteopathic Obstetricians and 
Gynecologists is a necessary part of the over-all osteo- 
pathic picture today, and that as the years go on, it 
will figure materially in the improvement of osteopathic 
obstetrical teaching and practice throughout the United 
States. 


Juttan LansinG Mines, D.O., F.A.C.O.0.G. 


President, American College of Osteopathic 
Obstetricians and Gynecologists. 


EDITORIAL RESUME 


The material available to the Editorial Committee 
of the American College of Osteopathic Obstetricians 
and Gynecologists is comprised of papers presented at 
the annual meeting of the College, papers submitted to 
the College to fulfill requirements for admission, and 
papers submitted directly to the editorial offices of Tue 
JouRNAL oF THE AMERICAN Associa- 
TION. We believe that the articles included in this 
Supplement are indicative of the progress and modern 
thought of the osteopathic profession. 


Matthews, continuing the work of Mines and 
Holroyd in planned painless parturition, has compiled 
data on an enviable number of cases. Of importance 
is the fact that this procedure represents original work 
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offered by the osteopathic profession to the healing 
arts. Speaking from experience, we know that planned 
painless parturition is a technic that requires patience 
and diligence on the part of the obstetrician. On the 
other hand, it represents one of the arts of the practice 
of obstetrics. 


Phlebothrombosis and thrombophlebitis in obstet- 
rics and gynecology have been reviewed by John A. 
and Joseph O. Costello. The existence of vascular dis- 
turbances in the extremities in obstetrics has too long 
been looked upon as a necessary evil for the mother. 
It seems rather ridiculous that negative approaches 
have existed so many years. The positive approach, 
stressing prophylaxis, is presented in this paper. 

The article by Percival represents an introduction 
to technical and theoretical studies concerning the role 
of the trophoblast in pregnancy. After reviewing the 
development of the trophoblast, the process of implan- 
tation of the ovum, placentation, and other functions 
of the trophoblast, Percival discusses the principal 
pathological manifestations of the trophoblast—hydatid- 
iform mole and choriocarcinoma. The implications of 
these pathologies should serve as incentive to further 
research and as a warning to practicing obstetricians 
who, as Percival says, are “working clinically with the 
veritable genesis of malignancy.” 


Episiotomy and its repair, presented by Riemann, 
are almost routine in many obstetrical services today, 
but they are still not handled so expertly in all cases 
that a discussion of technic and indications will not 


be useful. 


Tarulis’ paper, presenting a case of uterine inver- 
sion, serves as a reminder of one of the ever-existent 
dangers of parturition. Fortunately the occurrence is 
infrequent, complete inversion being one of the rarest 
of obstetrical accidents. However, various degrees of 
inversion do occur which predispose women to many 
future illnesses unless proper treatment is instituted 
at the proper time. 


The management of pregnancy complicated by 
diabetes mellitus has been transformed since the dis- 
covery of insulin. Prior to the insulin era few diabetic 
women conceived and fewer were able to maintain their 
pregnancies to term. At present there is, in well-con- 
trolled cases of diabetes, no appreciable decrease in 
fertility and with adequate management the pregnancy 
can usually be carried to term. Dickson presents a 
general summary of pregnancy and diabetes and a 
detailed case report which is unusually interesting. 

In his study of endometriosis, Kull touches on a 
subject which is increasingly important in the practice 
of obstetrics and gynecology. The condition is either 
being detected more often than formerly or its inci- 
dence is becoming greater. In view of its devastating 
effects and its high incidence, knowledge concerning all 
its phases is necessary for any physician whose practice 
includes women in the age bracket covering the period 
of genital activity. 


Lester E1sennerc, D.O. 


The Use of Posterior Pituitary Extract 


Journal A.O.A, 
Vol. 49, No. 11 


In the First Stage of Labor* 


JAMES G. MATTHEWS, Jr., D.O. 


Few subjects in the field of obstetrics are more 
controversial than is the use of posterior pituitary 
extract in the first stage of labor or before delivery of 
the infant. Despite the fact that the preparation is 
used a great deal by general practitioners and obstetri- 
cians throughout the country, obstetric texts and other 
authorities have often condemned it as dangerous and 
hold that it cannot be used with any degree of safety. 
However, in a review of the literature, Herzig’ finds 
sufficient evidence to conclude that “the modern use 
of Pituitrin has demonstrated that it can be a safe, 
efficient, and superior oxytocic before delivery.” Thus 
recent reports indicate that the advantages outweigh 
the alleged disadvantages of using a posterior pituitary 
preparation in the first and second stages of labor. 


In order to use any medication successfully the 
physician must be completely familiar with its pharma- 
cology, its indications, and the condition of the patient 
to whom it is to be administered. The use of any drug 
may give an unsatisfactory or even fatal result if given 
to the wrong patient at the wrong time. Digitalis, 
insulin, morphine, and barbiturates are but a few to 
be mentioned. Possibly much of the condemnation of 
posterior pituitary extract as a labor stimulant has 
arisen because of failure of physicians to meet these 
requirements. Certainly poor standardization, which 
was a factor in the earlier part of the century, is no 
longer at fault. 


Later developments in standardization and, fur- 
ther, the introduction of the oxytocic principle of 
posterior pituitary gland alone in the form of Pitocin 
have reduced the possibility of side effects, particularly 
that of the pressor factor. My opinion is that no 
oxytocic except Pitocin should be used in the stages of 
labor previous to delivery and further reference to 
posterior pituitary extract in this report therefore will 
indicate Pitocin. 


For many years obstetricians have been searching 
for means which would make the process of childbirth 
easier and faster, particularly in long, desultory labors 
resulting in exhaustion of the patient and in many 
other complications directly attributable to them. One 
of the most frequent complications is that of premature 
attempts at delivery by a compassionate, or perhaps 
impatient, short-sighted attending physician. It would 
seem to be highly desirable in most cases that labor 
be made as short in duration and as comfortable to the 
patient as possible. If this can be accomplished without 
increasing the fetal or maternal morbidity or mortality, 
both patient and physician will benefit. 

To many women, labor is a terrifying and agoniz- 
ing experience which often leaves irreparable psychic 
trauma affecting their entire marital and family rela- 
tionships. The one-child marriage is often a result of 
such a childbearing event. Women with vaginismus, 
sexual frigidity, hostility toward the offspring, and 
resentment toward the husband, either conscious or 
subconscious in type, are often seen by the discerning 


*Presented at the annual meeting of the American College of 
Osteopathic Obstetricians and Gynecologists, February 20-22, 1950, 


Ambassador Hotel, Los Angeles. 


Highland Park, Mich. 


obstetrician. When these patients become pregnant 
again, they often contemplate or attempt criminal abor- 
tion. Not succeeding, they visit the obstetrician with 
intense fear and apprehension over the eventual termi- 
nation of their pregnancy in a manner similar to their 
previous delivery. 

While it is possible to educate and train primiparae 
in methods outlined by Grantly Dick Read,? only with 
prolonged and expert psychotherapy can the aforemen- 
tioned multiparous patients be so influenced. In the 
author’s experience with Read’s methods a complete 
reconditioning of “idea reflexes” is necessary to free 
these patients from anxiety. Assuring these unfortu- 
nate individuals that there is a method by which their 
labor and delivery can be completely painless trans- 
forms their pregnancy into a period of pleasant antici- 
pation rather than one of increasing dread. Following 
delivery, a frequent comment is, “If having a baby can 
be as simple as this, I’ll have a dozen.” The thrill of 
being awake to hear and see the newborn infant is of 
course a new and different experience in sharp con- 
trast to the previous one. 

The fact that a method of painless labor and 
delivery can be offered to but a comparatively small 
number of expectant mothers in this country is indis- 
putably true. But it is hoped that with the develop- 
ment of the specialty of obstetrics there will some day 
be enough trained and interested men to make thie 
dream of painless parturition become a reality. 

Until recent years no means of achieving such a 
goal existed. With the advent of Hingson and EFd- 
wards’ continuous caudal analgesia® and, later with 
the development of planned painless parturition or 
P.P.P. by Mines and Holroyd,‘ it finally has become 
possible. The hypothesis advanced by these investi- 
gators is as follows: “In the absence of the retarding 
influence of a resistant cervix, increasing force of 
the clonic type of uterine contractions would serve 
only to shorten the duration of labor.” In corroborating 
their work, I will attempt to show that caudal analgesia 
increases the efficiency and safety of posterior pituitary 
extract when it is used to stimulate labor in the human 
gravid uterus at term. Among the results on 100 cases 
of P.P.P. (Table I) it will be noted that the duration 
of labor has been shortened remarkably, perhaps to a 
limit of time which cannot be exceeded safely under 
any other technic for vaginal delivery in the multipara 
known at this time. 

Because of the unpredictability of the primigravid 
uterus in its response to Pitocin only multiparous 
patients were included in the two series in this study: 
those selected for P.P.P. and those for the group of 
continuous caudal analgesia started very early in the 
first stage. High uterine tone, which according to 
Murphy’ alters the response to Pitocin, is a common 
finding in primigravidae. This fact coupled with the 
necessity of close constant observation of the patient 
over the entire period of her labor makes it impractical 
to use this technic on these patients. One primigravida 
was included in this group under the mistaken impres- 
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sion that she was multiparous but her time in labor 
was fortunately not prolonged over the average found 
for the entire group. 


PROCEDURE FOR PLANNED PAINLESS PARTURITION 


All patients selected for P.P.P. are seen and 
examined rectally at weekly or biweekly intervals near 
term. They are examined for the purpose of determin- 
ing the condition of the cervix and the station of the 
presenting part. The condition of the cervix found 
to be most ideal has been described by Kassebohm and 
Schreiber® and similar criteria are closely adhered to 
in all cases chosen for either induction without caudal 
analgesia or administration of Pitocin under caudal. 
Briefly, they are as follows: 

1. The cervix should be one finger dilated and 
1.5 cm. or less in thickness. Its consistency should be 
that of the lip in softness as contrasted to the firmness 
of the nose. 


2. The presenting part should be in the pelvis or 
where it can be engaged by fundal pressure. — 

3. There should be no disproportion or other 
obstruction, either in the pelvis or in the attitude of 
the fetus, for example, transverse presentation. 

If it is found that these criteria are met and 
provided the size of the infant is compatible with 
maturity, the patient is instructed to report to the hos- 
pital on the following morning or sooner if labor seems 
imminent. No attempt is made to set an advance date 
for delivery or to induce labor for the convenience of 
the doctor or patient. Onset of labor is anticipated in 
24 or 48 hours before the patient is considered ready 
for the procedure. She is also instructed to notify her 
obstetrician at the first sign of labor should its onset 
occur before her entrance to the hospital, which hap- 
pens frequently. To err on the side of lateness is 
much more preferable than the opposite. 


On admittance to the labor room the patient is 
routinely prepared for labor, given Delvinal Sodium, 
grains 1.5 by mouth, and following this is prepared 
for continuous caudal analgesia. She is given 0.5 cc. 
of a vasopressor drug (Methedrine) and turned on 
her left side ; the sacral area is scrubbed with soap and 
water and sprayed with antiseptic solution. A Hingson 
malleable steel needle is introduced into the caudal 
canal, a test dose of 8 cc. of 1.5 per cent Metycaine 
injected and, after the patient has been observed in 
order to rule out spinal injection, a total of 35 cc. is 
injected. A blob of 5 per cent sulfathiazole ointment 
is placed surrounding the needle. As soon as perineal 
analgesia is obtained, the membranes are ruptured 
using a sterile long Allis forceps guided into the 
cervical os by a gloved finger in the rectum. 


When the level of analgesia has risen to the 
desired point, Pitocin, 0.5 to 1 minim, depending on 
the uterine tone, is injected intramuscularly into the 
deltoid and contractions begin in 10 minutes in the 
average case. This is followed by increasing dosage 
at 20- to 30-minute intervals until the full contracting 
potential of the myometrium is mobilized,® that is, 
until the uterine contractions are 2 to 3 minutes apart 
and 30 to 45 seconds in duration. Pitocin is used to 
stimulate contractions throughout the course of labor 
depending upon the response to the previous dose: 
It is not given unless contractions begin to slow down 
to less than 3 minutes apart. Patients are under con- 
stant observation and contractions are timed with a 
stop watch, strength and duration being noted by the 
palpating hand on the abdomen. Blood pressure and 
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fetal heart tones are checked at frequent intervals 


throughout labor and vasopressors given if the systolic 
pressure falls below 90 mm. 


When complete dilatation is reached a sterile 
gauze dressing is placed over the site of the needle, 
which remains in position, and the connecting rubber 
hose is taped to the patient to prevent inadvertent pull 
on the needle. The patient is turned on her back and 
conveyed to the delivery room. No attempt is made to 
rush these proceedings in order to reduce the time of 
the second stage of labor. It is generally desirable to 
permit the presenting part to descend to the perineum 
or to the point where outlet forceps delivery can be 
accomplished. Oxygen is routinely administered to the 
mother as soon as she is placed on the delivery table, 
and the majority of infants start crying after the face 
extends over the perineum. 


Following delivery the placenta is delivered by 
the Brandt method of expression and Pitocin 1 cc. is 
given intramuscularly. Uterine contractility is generally 
excellent and hemorrhage of any degree is seldom 
seen. When it does occur, Pitocin 0.5 cc. is given intra- 
venously followed in 10 minutes by 1 cc. of Neo-Gyner- 
gen intramuscularly. The cervix is inspected for tears, 
either of long standing or those sustained during the 
present delivery, and repaired. (Only one case of 
laceration was seen in the series.) If episiotomy is 
done, repair is completed using No. 000 chromic catgut 
sutures and perineorrhaphy is done when necessary 
to restore support to the vaginal floor. The skin inci- 
sion is closed with a subcuticular stitch which greatly 
lessens postpartum discomfort. 

The caudal needle is removed, the area cleaned, 
and the sulfa dressing is reapplied. The patient is 
returned to her room and is given Pantopon, 1/6 to 
1/3 grain, to control uterine after-pains, which are 
often more severe than those experienced by the 
patient delivering under inhalation. Mines and Pinder’ 
noted this phenomenon also and explained it on the 
basis of increasing irritability of the uterine sensory 
fibers as they returned to normal. It also may be 
possible that elevation of the pain threshold in normal 
labor and delivery makes for increased pain tolerance 
in these patients in the immediate postpartum period, 
while there is no opportunity for this to happen in 
patients under caudal analgesia. 

Ambulation with bathroom privileges is permitted 
as soon as the patient wishes, usually within 8 hours. 
Bladder catheterization is extremely rare and morbidity 
is negligible. Postpartum stay in the hospital averages 
4 days; many patients ask to go home sooner. 

The procedure for caudal analgesia started early 
in the first stage is essentially the same. Patients 
chosen in this group had less than two fingers’ dilata- 
tion and contractions were not those of established 
labor except in a few instances. There were 53 of 
these patients and as will be seen in the comparative 
tables the average time in labor differs considerably. 
Synergism between ruptured membranes and adminis- 
tration of Pitocin was noted very early in these studies 
and artificial rupture of the. membranes was done in 
all cases when it had not occurred spontaneously. 


RESULTS 


In Table I the figures indicate that the average 
time in labor differed by 30 minutes for the two groups. 
If the total time in the cases averaging over 342 hours 
is deleted, the average time for the early caudal series 
is computed at 1 hour and 35 minutes, and 1 hour 
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TABLE I 
100 Cases 53 Cases 
Time in Labor gt ot A Early Caudal Analgesia 

Average time from onset of labor to delivery.................... 2 hrs. 25 min. 1 hr. 55 min. 
Average time from onset of labor to complete dilatation 2 hrs. 4 min. Not recorded 
Shortest time to delivery 45 min. 32 min. 
Shortest time to complete dilatation 25 min. Not recorded 
Longest time to delivery 5 hrs. 45 min. 8 hrs. 14 min. 
Longest time to complete dilatation.............. 4 hrs. 45 min. Not recorded 
Total number of cases over 3% hours 20 4 


and 33 minutes for P.P.P. While there were 20 cases 
over 3% hours in the P.P.P. group, there were only 4 
in the early caudal group, or a ratio of approximately 
10 to 4. The reason for this difference is in the total 
effacement in the cervix which exists in nearly all 
cases of early labor. In many of the P.P.P. group the 
first hour of labor is spent in accomplishing complete 
effacement and thinning of the lower uterine segment 
before actual dilatation of the cervix begins. There- 
fore, it is necessary to follow closely the requirement 
for thinness of the cervix and to reject those patients 
in whom it is not less than 1.5 cm. in thickness. 

Time in labor was not affected appreciably by 
the station of the head below minus two if the other 
requirements were met. The head invariably engaged 
well in the pelvis upon rupture of the membranes 
except for posterior positions which remained above 
zero station until dilatation was well advanced. There 
were 6 cases in which the head was at minus three 
station but labor was prolonged over 3 hours in only 
1 case. 

In the cases which were prolonged, posterior or 
transverse presentations were most often the apparent 
cause. In the case of early caudal analgesia lasting 
longest deep transverse arrest occurred at three fingers’ 
dilatation in the face of good contractions and an 
adequate bony pelvis. Murphy*® found in a small series 
of patients that the strength and quality of the uterine 
contractions kad little to do with rotation of posterior 
to anterior position. He did not state whether this was 
true during dilatation or after it was complete. I have 
noted often that, particularly when labor becomes 
desultory in primiparous patients with deep transverse 
arrest or posterior positions, caudal analgesia plus 
small doses of Pitocin often bring about complete 
dilatation and spontaneous rotation. Presumably pelvic 
relaxation and improved strength and quality of con- 
tractions are responsible. 

Dosage of Pitocin varied widely in total injec- 
tions per patient from 0.5 minim to 43 minims. The 
number of injections invariably increased with the 
length of labor. The largest single injection, 7 minims, 
is unquestionably a large one. This dose however, 


followed seven previous doses of increasing amount 
which evoked little uterine response from the onset. 
Murphy* reports that in some cases the uterus is re- 
fractory to fairly large doses of pituitary extract. 
Kassebohm and Schrieber® report on one patient in 
their series to whom a total of 128 minims was given, 
the largest single dose being 6 minims. 

It was interesting to find, in reviewing the records, 
that the total amount of Pitocin used in the first 25 
cases was equal to that used in the last 75 in the P.P.?. 
series. The only explanation to be offered is that there 
was less concern about the procedure after the first 
25 cases and Pitocin was not given as frequently 
or in as high dosage. Average length of labor was 
practically the same for the first 25 cases as it was 
for the last 75. The lowered dosage of Pitocin also 
may indicate that cases were selected at a more propi- 
tious time for labor. 

The average total dose of Pitocin was 3.8 minims 
in the early labor group as compared with 5.8 minims 
in the P.P.P. group. This is readily understandable 
and other total dosages were correspondingly lower. 
The initial dose of Pitocin in both groups need be only 
0.5 minim in many instances. Small amounts are best 
injected in a tuberculin syringe, diluted if desired. 
Intravenous administration by continuous drip of 
Pitocin diluted to 1:1,000 is probably the safest and 
most effective method for cases of prolonged or desul- 
tory labor but it is a bit uncomfortable to the patient 
under caudal analgesia to lie on her left side with a 
needle in one arm and a blood pressure cuff on the 
other. 


No untoward results followed the administration 
of Pitocin. In only one instance, following an initial 
dose of 1.5 minims in a case in the early labor group, 
was it necessary to give magnesium sulfate to relieve 
a tetanic contraction that lasted for over 2 minutes. 
Fetal heart tones returned to normal immediately and 
the infant suffered no ill effects. Mention has often 
been made of the danger of uterine rupture, cervical 
laceration, and other dire consequences from the use 
of oxytocics. In reviewing approximately 15,000 de- 
liveries at Detroit Osteopathic Hospital no attempt was 


TABLE If 


Use of Pitocin 


53 Cases 
Early Caudal Analgesia 


100 Cases 
P.P.P. 


Largest total dose* 


Largest number of doses 


Largest single dose—following smaller doses... 


Smallest total dose—also single dose.......... 


57914 minims 204 minims 
(Average 5.8 (Average 3.8 
minims) minims) 
43 minims 19 minims 
7 minims 4 minims 
Y% minim Y% minim 


*The largest total dose in each series was given to the patient whose labor lasted longest. 
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TABLE 


Type of Delivery 


Early Caudal Analgesia 


Spontaneous 


12 14 
Outlet forceps 71 %6 
Low forceps 11 1 
Mid forceps—all Kielland rotations 3 2 
Breech extraction 5 0 
Cesarean section 1 0 

Total 53 


*Three sets of twins increased number. of infants to 103. 


made to determine the number of cases involving 
judicious use of 1 to 2 minim doses of Pitocin in the 
first stage. The estimate, however, is that approxi- 
mately 3,000, or 1 patient out of 5, the majority of 
whom are under conduction anesthesia, received Pitocin 
in doses rarely exceeding 2 minims. The only case of 
uterine rupture seen in the last 6 years was caused by 
internal podalic version, and not by Pitocin. In this 
series under study one instance of stellate laceration 
occurred in a P.P.P. patient who received an injection 
of | minim only as an initial dose and in whom delivery 
occurred in 1 hour and 6 minutes. Bleeding was not 
excessive and the complication would not have been 
discovered except for routine examination of the 
cervix. In a study of cervical lacerations occurring 
at the Detroit Osteopathic Hospital, Bubeck® found 
no increase in the incidence of this complication in 
those patients to whom Pitocin had been administered. 
Likewise, Reid’® found no ruptured uteri or extensive 
birth canal trauma in his series of 1,609 patients in 
prolonged labor managed by small repeated doses of 
Pitocin. He also noted that the need for midforceps 
was reduced and with it a reduction in fetal mortality. 


An observation made early in this series was that 
dosage of Pitocin must vary with the individual patient 
and repeated dosage must be governed by the previous 
response. The practice of writing blanket orders for 
Pitocin in increasing dosage to 3 or 4 minims every 
20 or 30 minutes is unwise and initial doses exceeding 2 
minims also may be dangerous in inexperienced hands. 
Since pituitary extract is being used extensively 
throughout the country, oftentimes with little discre- 
tion, obstetricians and general praetitioners must learn 
to use it more judiciously. Greenhill’? expresses the 
thought aptly when he says, in summary, that the best 
results with the use of posterior pituitary extract are 
obtained when sound clinical judgment determines the 
time of administration and the dosage and when the 
patient is observed very closely. 

Conduction anesthesia has often been criticized 
for the increased number of “operative” deliveries 
which result from its use. On the surface this is 
apparently true from the figures in Table III, but 
some qualification is necessary. If the first three figures 
in each group are totaled it will be seen that 94 per 
cent of the P.P.P. group and 97 per cent of the early 
caudal group were delivered either spontaneously or 
by outlet or low forceps. Spontaneous deliveries were 
those completed by the effort of the patient or, without 
forceps, by fundal pressure of the obstetrician. Early 
in my experience I found it more expedient to all 
concerned to “lift” the head over the perineum with 
Luikart-McLean forceps than to use the spontaneous 
method. The 11 low forceps deliveries would not be 
classed as operative in any sense excepting such a 
classification by station of the head. Consequently, in 


this study operative incidence was not considered to 
be increased. 

Finger-tip rotations from transverse or posterior 
positions numbered 11 in the low and outlet forceps 
groups. This particular method of manual rotation 
is accomplished quite easily under caudal analgesia 
and no evidence of trauma to the infant has been 
observed. Five cases involved Kielland midforceps 
rotations for persistent midplane transverse and 
posterior positions. Following rotation and _ traction 
to a lower station, they were removed and the delivery 
completed with Luikart-McLean forceps. This number 
is, I believe, well within the normal limit. 


There were 3 cases of frank breech presentation, 
delivered by controlled extraction. Two infants also 
extracted were second twins. 

The only cesarean section was performed in a 
36-year-old para I, gravida III, following 7 hours 
of labor in which contractions maintained themselves 
at 3-minute intervals through the entire period. Pitocin 
was given in the first 45 minutes only and totaled 4 
minims. This case should not have been selected for 
P.P.P. Failure to evaluate properly a fibrous cervix 
by rectal examination and also to elicit a detailed his- 
tory of the patient’s first labor and delivery was re- 
sponsible for its occurrence. After 4 or 5 hours of labor 
with no dilatation, close questioning brought out the fact 
that her previous doctor had been obliged “to make 
some kind of incisions in her cervix so she could 
dilate.” Her convalescence was uneventful and the 
infant is now a normal child of 3 years. Possibly 
section would have been necessary had this patient 
been permitted to go into spontaneous labor, but the 
occurrence further emphasizes the need for careful 
selection of patients. 


FETAL STATISTICS 


Mortality—In the planned painless parturition 
series there were 3 fetal deaths: 

1. Fetus, 8 pounds, 3 ounces, stillborn, macerated 
(Condition was known previous to labor and autopsy 
revealed a ruptured velamentous cord vessel.) 

2. Infant with hydrocephalus and spina bifida— 
lived 2 weeks 

3. Infant, 6 pounds, 9 ounces, normal at birth, 
developed atelectasis in right lower lung on second 
day. (The condition which progressed rapidly to mas- 
sive atelectasis in 24 hours was confirmed by autopsy. ) 

In the first two cases the P.P.P. method of deliv- 
ery was in no way responsible for death. In the third 
case, it was my opinion and that of the pediatrician 
and pathologist that the method was not the etiological 
factor. Labor and delivery were uneventful. The 


patient had previously given birth to an infant of 
approximately the same weight and she was 2 weeks 
past her estimated date of confinement. However, it 
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cannot be said that normal onset of. labor may not 
have changed the ultimate result. 

Morbidity—There were 2 infants in the P.P. r. 
group and 1 in the early labor group in whom adminis- 
tration of oxygen and intubation to remove tracheal 
mucus were necessary because of respiratory depres- 
sion. All 3 responded readily and left the hospital 
with their mothers. 


One infant in the P.P.P. group developed tremors 
on the third day, improved for 3 days, and later devel- 
oped permanent spasticity of cerebral origin. Delivery 
was accomplished by outlet forceps following an easy 
labor. A systolic-blood-pressure drop to 60 mm. oc- 
curred after the patient was placed on the delivery 
table but immediately returned to normal with a 
vasopressor. The fetal heart tones slowed to 80 for 
no longer than 5 minutes and also returned to normal. 
The baby was delivered with no signs of depression 
and cried immediately. A deformity of the occipital 
bone resulting in marked overlapping over the pari- 
etals, which was noted at birth, persisted. Whether the 
occurrence of such a deformity can be blamed on the 
procedure is problematical but it has never been seen 
by the writer in any other case in which Pitocin was 
given. 

In the P.P.P. group the weight of the infants 
varied from 9 pounds, 13% ounces to 5 pounds, 914 
ounces. The latter occurred in an infant born after 
rupture of the membranes 3 weeks prematurely. No 
other babies in the group could be classed as premature 
in any sense and the average weight was approximately 
8 pounds. The largest infant was in the early labor 
group and weighed 10 pounds, 13% ounces. 

EFFECTIVENESS OF ANALGESIA 

It is generally recognized in the administration 
of caudal analgesia that the longer the time in labor, 
the greater will be the percentage of patients who are 
not totally relieved of pain. The incidence of trouble- 
some “spot pain” and one-sided levels is increased in 
caudal analgesia running above 3 or 4 hours, particu- 
larly when the plexus of veins on the anterior wall 
of the caudal canal is punctured by introduction of 
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the needle, and a bloody tap results. This was noted 
in these series. Analgesia was complete in 95 cases 
in the P.P.P. series. Five cases required small amounts 
of inhalation anesthesia for delivery but had satis- 
factory perineal analgesia for repair. In the early 
caudal group one patient required additional inhalation 
and one had a one-sided level for over an hour 
but had complete analgesia for delivery in a labor 
lasting over 5 hours. It was necessary to discontinue 
caudal analgesia in 1 case after 3% hours and institute 
saddle block. This case too exceeded 5 hours and « 
bloody tap was obtained initially. 
SUMMARY AND CONCLUSIONS 

1. An effort has been made to corroborate the 
hypothesis of Mines and Holroyd‘ that “In the absenc: 
of the retarding influence of a resistant cervix, in 
creasing force of the clonic type of uterine contraction- 
would serve only to shorten the duration of labor.” 

2. The retarding influence of the resistant cervix 
was lessened by the administration of continuou: 
caudal analgesia just before onset of labor in 100 cases 
and shortly after onset in 53 cases. The force of 
clonic uterine contractions following rupture of the 
membranes was increased by minimal doses of Pitocin, 


. given at intervals necessary to maintain contractions 


every 2 to 3 minutes. 

3. Criteria for administration of Pitocin and pro- 
cedure for the method were discussed. Importance of 
strict adherence to criteria and procedure was empha 
sized. Only multiparous patients were included in the 
studies. 

4. Time in labor was greatly reduced, no un 
toward results from the method were observed, and 
fetal mortality and morbidity were minimal. 

5. Pitocin can be used safely in minimal amounts 
with the patient under caudal analgesia. No com- 
parable method exists for reduction of time in labor 
or for complete relief of pain. 

6. The procedure is managed best in the hands 
of an obstetrician-anesthetist and is not one for the 
untrained. 


Wright Clinical Bldg. 
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VENEREAL DISEASE IN PREGNANCY 


The past decade has witnessed the accumulation of con- 
siderable valuable statistical information on the prevalence and 
incidence of syphilis and gonorrhea in the general population. 

. There is an astonishing paucity of information, however, 
on the prevalence of syphilis and especially gonorrhea in 
pregnancy. 


The results of the venereal disease examinations of more 
than 1,000 pregnant women in three Department of Health 
prenatal clinics located in areas where the population is dense 
and on a low economic level [revealed that :] 


The incidence of gonorrhea discovered was below the 
expected number. The universal accessibility of treatment, the 


metabolic changes occurring in pregnancy, as well as the actual 
decline in the incidence of gonorrhea, may all be involved in 
this phenomenon. 

Syphilis, despite encouraging reports of a reduced inci- 
dence both on a local and national scale, still exists as an 
important complication of pregnancy and is obviously directly 
related to congenital syphilis. 

The time has not yet arrived when we can afford to relax 
our intensive venereal disease control activities; so long as 
syphilis in pregnancy and congenital syphilis occur in our 
communities, so long must we press forward in our control 
programs.—Theodore Rosenthal, M.D., et al., New York State 
Journal of Medicine, April 15, 1950. 


5 
| 
: 


lement 
Vol. 3, No. 1, July, 1950 


Obst. and Gynec. Su; 


Centuries before the days of Hippocrates, thrombo- 

embolic diseases had established themselves as crip- 
pling, disabling, often fatal maladies, affecting the 
human race. The vast majority of victims were women 
and the highest incidence of these diseases occurred 
within a specialized field of medical practice later to 
be known as obstetrics and gynecology. Throughout 
the ages, thromboembolic problems have continued to 
be one of the common complications to harass the 
realm of the obstetrician and gynecologist. 

Phlebothrombosis and thrombophlebitis are funda- 
mentally very similar but academically the differentia- 
tion is as follows: In thrombophlebitis, an inflammatory 
process involves the vein wall, a process of sufficient 
magnitude to seal the clot firmly to the vessel wall. 
With this condition, pulmonary embolism is not likely 
to occur. On the other hand, the intravascular coagulum 
of phlebothrombosis is of liverlike consistency, bland, 
friable, and extremely dangerous for it is loosely 
attached to the vessel wall. With this disease sudden 
death frequently occurs as a result of massive pul- 
monary infarction. There are, however, some vascular 
surgeons who prefer to consider and treat phlebothrom- 
bosis and thrombophlebitis as an identical pathologic 
entity. 

In order that this paper be as appropriate as 
‘possible, the scope is limited to the sphere of obstetrics 
and gynecology. Therefore, while thromboembolic 
phenomena can present themselves in any part of the 
human body, exclusive attention herein is paid to their 
occurrence in the deep veins of the lower extremities 
and the veins of the pelvis. 

From the etiological standpoint, any factors that 
enhance the coagulation of blood within a vessel must 
be considered as predisposing to the development of 
venous thrombosis. These factors may be obstructive 
or nonobstructive in nature. 

In the category of obstructive causes the follow- 
ing are mentioned: injury to veins whether in the 
form of accidental contusion, laceration, or deliberate 
surgical trauma; neoplastic invasion of vessels, as in 
urogenital or pelvic malignancy; direct venous com- 
pression from any source, such as a gravid uterus or 
tumor, or transvascular cicatrix following pelvic 
cellulitis or surgery ; and increased intrapelvic pressure 
from ascites or obesity wherein large quantities of 
fluid or adipose tissue press directly on pelvic vessels. 
Extrinsic pressures such as ill-fitting maternity gar- 
ments and girdles; overly tight abdominal binders and 
circular elastic garters also come under the obstructive 
cause of venous thrombosis. In addition, a very impor- 
tant factor is the use of ill-applied stirrups during 
prolonged perineal surgeries or deliveries. Too often, 
a tourniquetlike pressure is brought upon both super- 
ficial and deep veins of the legs by the thoughtless or 
careless application of this apparatus. 
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Nonobstructive factors include perivenous lymph- 
angiitis of mycotic, viral, or bacterial origin; cardio- 
circulatory failures; and pelvic or systemic infections. 
Varicose veins of the pelvis, labia, or lower extremities 
are among the most common nonobstructive causes of 
venous thrombosis for their very presence encourages 
coagulation, not only within themselves but in adjacent 
veins. (By definition varices are dilated veins with 
incompetent valves, incapable of carrying venous blood 
toward the heart except with the assistance of gravity.) 
The presence, in a patient, of a postphlebitic or 
“postmilk” leg, as it is commonly known, greatly 
predisposes to the recurrence of the phlebitic process. 
Many obstetrical and gynecological patients undergo 
extensive treatment and even surgery without the phy- 
sician being aware of the fact that a thrombotic disease 
previously existed. A popular adage among vascular 
surgeons is: “Once a phlebitic, always a potential 
phlebitic.” 
SYMPTOMS OF THROMBOPHLEBITIS 


The symptoms of thrombophlebitis will be dis- 
cussed first, for this condition is more common than 
phlebothrombosis. They usually follow a very con- 
sistent pattern but, as with any malady, symptoms may 
vary widely in accordance with type, extent, location, 
and etiology. The physician must especially be on the 
alert in any postpartum or postsurgical case in which 
accidental or undue trauma occurred. Also, it is well 
to keep in mind the fact that following pelvic surgery, 
particularly abdominal hysterectomy, thrombosis and 
embolism is much more frequent than after other 
operations. 

Pain.—This symptom is always present in throm- 
bophlebitis and is usually most marked at the site of 
the thrombosis. It may be slight or severe. It may 
be mild subjectively and severe objectively. In other 
words, does the patient complain of pain in the leg at 
rest, or is pain manifest only when the extremity is 
being examined? Pain is most commonly elicited in 
the femoral triangle, in popliteal fossa, and along the 
medial aspect of the thigh following the course of the 
femoral vein. It may first be noted in the buttock or 
calf, or the entire limb may ache. Occasionally, pain 
is reflexly referred to the lumbosacral region through 
the sympathetic nervous system and must be differen- 
tiated from the pain of psoas abscess, abdominal ab- 
scess, pelvic inflammatory disease, beny disease of the 
spine, et cetera. Dorsiflexion of the foot on the leg with 
the knee slightly flexed will cause pain in the calf and 
behind the knee. Mild compression of the calf muscles 
causes local distress. Cramps in the calves frequently 
occur, especially in the ambulant patient when deep vein 
thrombosis is present. Such cramping may be due to 
superficial thrombophlebitis but this condition can be 
easily seen and palpated and the differential diagnosis 
is relatively simple. 

Color.—The color of the involved extremity will 
be altered. A dusky cyanosis is usually seen distal to 
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the occlusion of the deep veins. If the iliac vein is 
involved, the cyanosis appears throughout the entire 
limb and may be noted even over the buttock. If the 
occlusion is below the saphenofemoral junction or in 
the popliteal vein, the cyanosis will be seen in the 
lower portion of the leg. Cyanosis is believed due to 
arteriospasm which is responsible for much of the 
pain of iliofemoral thrombophlebitis. With the 
femoral artery and vein contained within the firm 
femoral sheath, an inflammation of the vein will neces- 
sarily result in marked spasm of the femoral artery. 
This process also accounts for the lowered skin tem- 
perature usually observed in this disease. Pallor will 
be present in direct proportion to the amount of lym- 
phatic involvement. 

Edema.—Gross edema will be present in 50 per 
cent of cases. In the remainder, the extent will vary. 
It is usually slight in the early stages of the disease. 
If the occlusion originates in the lower leg and extends 
upward, the edema will ascend, following the course 
of the thrombosis. When the iliac vein is involved, 
the buttock and labia on the affected side will be 
enlarged. 

Temperature.—The temperature often reaches 102 
I’. and there may be chills and nausea. Tachycardia is 
usually present and out of proportion to the tempera- 
ture rise. The onset of symptoms is rapid, usually 
occurring overnight. The patient is restless, distraught, 
and in pain, though not gravely ill. 

Laboratory Methods.—From the laboratory comes 
little or no diagnostic assistance. The sedimentation 
rate may or may not be affected. The leukocyte count 
and differential smear vary considerably and cannot 
be relied upon in arriving at a diagnosis or prognosis 
in thromboembolic diseases. 

The foregoing discussion of symptoms adequately 
covers the diagnosis of thrombophlebitis of the deep 
veins of the lower extremities. 


SYMPTOMS OF PHLEBOTHROMBOSIS 


Phlebothrombosis, however, is more difficult to 
diagnose but is, fortunately, seen less often in the field 
of obstetrics and gynecology. The fact that this disease 
is one in which the clot is noninflammatory, soft, 
bland, friable, loosely attached to the vein wall, and 
easily swept upward toward heart and lungs makes 
it extremely important that its presence be detected 
early. In phlebothrombosis, the clot originates in the 
veins of the foot or calf. It stealthily extends toward 
femoral and iliac vessels in an almost symptomless 
fashion. Too often this condition is recognized only 
after death from pulmonary embolism has occurred. 
The onset of symptoms is always insidious. If small 
portions of the proximal end of the thrombus break 
away, the patient may manifest no symptoms of any 
magnitude or may present evidence of a benign chest 
involvement or bronchitis. If, however, a large share 
or all of the thrombus is swept upward, death results 
swiftly from total occlusion of the pulmonary artery 
or massive lung infarction. 

If the bland, soft clot remains for any length 
of time without being dislodged, the intima of the vein 
becomes inflamed and the clinical picture changes from 
phlebothrombosis to thrombophlebitis and the incidence 
of embolism is reduced. However, even the firm, fixed 
clot of thrombophlebitis can have a friable propagating 
proximal stump that occasionally gives rise to pul- 
monary accidents. 

Pain.—The pain of phlebothrombosis is usually 
slight and is often completely absent, especially from 
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the subjective standpoint. Local symptoms may be 
limited to fleeting cramps in the calf or foot. The 
careful application of Homans’ dorsiflexion maneuver 
and Moses’ compression of calf muscles is essential for 
pain will always be elicited if these are done in the 
presence of phlebothrombosis. Tenderness is commonly 
expressed when pressure is brought on’ the popliteal 
vein. Seldom is pain referred above the level of the 
thrombus in this condition. On ambulation, the patient 
may complain of a “charleyhorse” in the calf muscles. 

Edema.—Marked ‘edema is a classical symptom of 
phlebothrombosis. While absent or unnoticed in the 
earliest stages of the disease, its presence leaves no 
doubt for it indicates an ascending thrombosis an 
the process is then well established. This gives rise 
to a complaint of “fullness” and “tension” in the 
involved extremity. 

Color.—Changes, if any, will be limited to a slight 
cyanosis. The temperature of the extremity is seldom 
altered. 

Fever.—One-half to one degree of fever and tachy- 
cardia out of proportion to such a slight temperature 
rise are classical in this disease. An unexplainable 
apprehension invariably accompanies the tachycardia. 

As in thrombophlebitis, sedimentation rates and 
leukocyte counts are so inconsistent they may well be 
ignored. 


COMPLICATIONS 


The complications of these diseases are, in order 
of their importance, pulmonary embolism and the posi- 
phlebitic syndrome. The treatment of pulmonary em- 
bolism is always emergent and demands all of the skill 
available to the attending physician. The postphlebitic 
syndrome includes any or all of the following: residual 
edema in the affected extremity, chronic venous insuffi- 
ciency due to varicose veins or an incompetent femoral 
vein, pigmentation, eczema, static ulceration, and, fre- 
quently, a generalized epidermophytid reaction. The 
treatment of the postphlebitic syndrome has many rami- 
fications and is best handled by one well trained in 
peripheral vascular problems. 


PROPHYLAXIS 


As in any other disease, prophylaxis is the treat- 
ment of choice. This is particularly true in thrombo- 
embolic conditions. The outstanding prophylactic 
measures are early ambulation, anticoagulant therapy, 
and postural drainage. 

In almost every case of postphlebitic syndrome 
or pulmonary embolism that we have been called upon 
to treat, a careful history has elicited the fact that 
the patient remained bedridden for more than 1 week 
following parturition or surgery—so-called normal de- 
liveries or uneventful surgeries. Obviously, in septic 
deliveries or surgeries, or in cases attended by undue 
trauma or serious systemic or circulatory complications, 
early ambulation is contraindicated. Early ambulation 
means that the patient is out of bed and on her feet 
within 24 hours after surgery. Sitting on the side of 
the bed does not constitute ambulation. So long as 
the patient is out of bed and on her feet we consider 
her to have been ambulant, even if she is assisted back 
into bed immediately. Anticoagulant therapy is recom- 
mended prophylactically in cases that have been sub- 
jected to considerable trauma, or when sepsis is present, 
or in postphlebitic patients. Obviously, chemotherapy 
and antibiotics can and should be used where indicated, 
whether or not early ambulation is indicated. 

We highly recommend routinely elevating the foot 
of the bed 6 to 8 inches postoperatively unless definite 
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contraindications exist. This procedure establishes 
postural drainage and greatly enhances the upward 
flow of venous blood from legs and pelvis, lessening 
the likelihood of venous stasis. We condemn the use 
of the semi-Fowler position or any other means of 
“breaking” the lower half of the bed to maintain the 
knees in a state of flexion. These positions are no doubt 
comforting to the patient but unfortunately promote 
pooling of the blood in the veins of the calves and 
pelvis. In addition, we recommend that all postpartum 
and postsurgical patients flex and extend the feet on 
the ankles hundreds of times each day. This simple 
exercise markedly enhances the return of venous blood 
from the lower extremities. 


Next in line in prophylactic importance is the 
active treatment of varicose veins prior to delivery or 
pelvic surgery. No longer is pregnancy considered a 
contraindication to the elimination of varicosities. 

THERAPY 


Once a diagnosis of phlebothrombosis has been 
established but pulmonary embolism has not occurred, 
anticoagulant therapy is recémrmnended. Surgical liga- 
tion and section of the superficial femoral vein in the 
affected extremity is preferred by many. A combina- 
tion of ligation and anticoagulation therapy is preferred 
by some. When pulmonary embolism has already oc- 
curred, superficial femoral vein ligation should be 
performed followed by anticoagulant therapy in 12 to 
18 hours. This waiting period allows time to observe 
the occurrence of postoperative bleeding, in which 
event anticoagulants could not be judiciously used. 
Ligation alone is the procedure of choice if laboratory 
facilities necessary to govern the use of anticoagulants 
are not available. If the surgical skill necessary to 
perform a superficial femoral vein ligation is lacking, 
anticoagulants should be utilized. 

In iliofemoral thrombophlebitis or “milk leg,” 
conservative care is indicated. This includes anti- 
coagulants, sympathetic blockades, analgesics, warm 
moist compresses, elevation of the foot of the bed, and 
any symptomatic or supportive treatment that may be 
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indicated. Sympathetic blockades are very important 
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SUMMARY 

1. Thromboembolic diseases stand high in the list 
of complications affecting patients in the field of ob- 
stetrics and gynecology. ; 

2. The etiology, symptomatology, diagnosis, and 
treatment of phlebothrombosis and thrombophlebitis 
have been discussed. 

3. Special emphasis has been placed on factors 
most likely to predispose to the development of venous 
thrombosis. 

4. The role played by prophylaxis with regard 
to avoiding thromboembolic diseases has been stressed. 

5. The indications and sites for venous ligation 
in phlebothrombosis have been discussed. 
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_ Cesarean section performed by a properly trained obstetri- 
cian is now a recognized procedure for the management of 
many obstetric and fetal complications formerly treated by 
vaginal delivery because the maternal mortality, attributable 
to the operation itself, is only 0.1 per cent or less. The fetal 
mortality, ascribable to the operation, is less than 1.0 per cent. 


Spinal anesthesia, especially of the continuous type, is 
better for the baby than any type of anesthesia except local. 
Generally speaking, it is apparently not as safe for the patient 
as inhalation anesthesia if the latter is given by a trained 
anesthetist after careful preparation. 

Despite reports from other clinics about the safety of the 
extraperitoneal cesarean section or low cervical operation with 
antibacterial drugs, we still follow the practice previously 
described unless any of the following contraindications are 


CESAREAN SECTION AT THE CHICAGO LYING-IN 
HOSPITAL—1931 to 1949 


present: (1) ruptured membranes or labor of over .24 hours; 
(2) repeated rectal or vaginal examinations; (3) operative 
manipulation either for induction of labor or for delivery; 
(4) uterine infection; (5) a damaged or dead fetus; (6) as- 
surance of a lower maternal mortality by another procedure, 
usually a craniotomy. 


Death from peritonitis or bacteremia after cesarean sec- 
tion as an elective operation or after a short test of labor must 
be charged to the obstetrician and the operating room staff. 
All methods used for sterilizing solutions, instruments, gloves, 
drapes, and packs must be checked periodically by the use of 
living bacteria. The operating room technique must also be 
watched for carelessness and for improper changes.—William 
J. Dieckmann, M.D., and A. G. Seski, M.D., Surgery, Gyne- 
cology and Obstetrics, April, 1950. 


The recent interest resulting from the lecture 
work of Morhardt,’ in the Krebs? trophoblastic thesis 
on cancer, should stimulate physicians interested in the 
field of obstetrics to re-examine the present store of 
information on the formation, physiology, and pathol- 
ogy of the trophoblast of the human embryo. In the 
belief that the substantiation and acceptance of this 
thesis may show that many doctors have been for 
years, unknowingly, working clinically with the veri- 
table genesis of malignancy, this review of obstetrical 
considerations of human trophoblast has been prepared. 


DEVELOPMENT OF THE TROPHOBLAST 


Events which follow conception (which De Lee 
and Greenhill’ have defined in the obstetric sense as 
meaning the union of the male and female elements 
of procreation) are well summarized as follows: 

After the reception of the spermatozoon by the 
ovum, there occurs the fusion of their nuclei to form 
the primary segmentation nucleus, in which the indi- 
vidualities of both male and female progenitors are 
present to be transmitted to the forming embryo. 

As in the lower animals, segmentation and cleav- 
age proceed in regular numerical sequence to the 
formation of the morula, a globular, closely packed 
aggregate of haploid cells contained within the zona 
striata. By a process of casting-off, some of the hap- 
loid cells become arranged as an outer layer of totally 
potent germ cells, the trophoblast. It does not take 
part in the formation of the embryo by the inner cell 
mass. This peripheral layer, or trophoblast, is soon 
almost completely separated from the inner cell mass 
by a fluid-filled cavity in the formation of the blas- 
todermic vesicle, maintaining contact only at one 
point, the embryonic pole. This is the site of the 
forming embryo. 

The trophoblast is now defined into two strata, 
an outer portion, the syncytium or syncytiotrophoblast, 
and an inner layer, the cytotrophoblast. The syncytio- 
trophoblast constitutes a more or less homogeneous, 
deeply staining sheet of protoplasm studded at inter- 
vals by irregular nuclei. The cytotrophoblast, or 
cellular trophoblast, is identified by Boyd* as “a layer 
of small cubical clear cells with large pale nuclei, the 
Langhans’ cells.” Although the two types of tropho- 
blast differ decidedly in histological criteria, they 
possess in common remarkably invasive qualities which 
are concerned intimately with the processes of im- 
plantation and placentation. 


IMPLANTATION OF THE OVUM 


During the sequence of the foregoing events 
which concern the fertilized ovum, changes are taking 
place in the uterine endometrium, namely, the forma- 
tion of the decidua. In the uterus the mucous mem- 
brane undergoes hypertrophic changes resulting in 
increased vascularity, increased depth, dilatation and 
tortuosity of the glandular structures, and hyperplasia 
of the interglandular tissue. In this area appear the 
large, spheroid or polygonal decidual cells. These 
changes progress until, at the end of the second month 
of gestation, the decidua is described as having three 
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layers or strata. From the free surface inward, they 
are termed as follows: 


1. The stratum compactum, an area of straight, 
moderately dilated, funnel-shaped glands, with a good 
percentage of interglandular tissue 

2. The stratum spongiosum, in which the glands 
are numerous, markedly dilated, and enormously tor 
tuous and the interglandular space is crowded with 
blood vessels (In this layer the extensive canalization 
later occurs and the intervillous sinuses are formed 
In the normal mechanism it is in this stratum tha‘ 
placental separation takes place and from these sinuses 
that postpartum bleeding occurs.) 

3. The unaltered layer which lies directly upon 
the uterine musculature which is little changed from 
the progestational state. 

On reaching the already prepared cavity of the 
uterus, the segmented ovum or zygote, complete; 
surrounded by the trophoblast, is allowed to erode and 
then to invade the decidua, and by a burrowing action 
to become completely imbedded in and covered by 
the uterine lining. This process of implantation is 
dependent entirely upon the trophoblast, mediated 
through an active dissolving or digestive action upon 
the uterine mucosa followed by an almost malignant 
and temporarily uninhibited invasion of maternal tis- 
sue. Proliferation of dense sheets of syncytium is laid 
down concurrently with the invasion of the decidua. 
Maternal decidual vessels are eroded by the tropho- 
blast, with the liberation of quantities of blood which 
floods and distends the areas between the processes 
of the syncytium creating the intervillous spaces (the 
future placental sinuses). 


PLACENTATION 


The initial processes of the trophoblast which 
grow rapidly in all directions from the blastodermic 
vesicle encounter the various portions of the uterine 
decidua in which they are embedded. At the deepest 
portion of the implantation site these processes, soon 
to be called villi, encounter the decidua basalis, or the 
site of the future placenta. Here they contact and 
erode many of the terminal branches of the uterine 
vasculature and, bathed in this profuse blood supply, 
they grow rapidly and succulently to become the 
chorionic villi. The greater, peripheral portion of the 
trophoblast, now forming the chorion, lies in contact 
with the decidua capsularis. In this area, thinned by 
the pressure of the enlarging cavity of the amnion 
and becoming further removed from the vascular bed 
of the uterus, it undergoes atrophy and by the end 
of the fourth month consists of the smooth, translucent 
chorionic membrane. The placental chorionic villi, 
meanwhile, in contact with the vascular decidua 
placentalis, are increasing in size and have been joined 
by the embryonic mesoderm. This layer grows into 
the villi from the differentiating inner cell mass via 
the embryonic pole, carrying with it branches of the 
umbilical arteries. These end in each villus as a capil- 
lary plexus from which blood is drained into radicals 
of the umbilical vein. Thus the chorionic villus is 
vascularized and placental circulation is established. 
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The vessels of the placental villus are now covered 
by the gelatinous mesoderm and two layers of ectoderm 
derived from the trophoblast. By the fifth month these 
two strata have been replaced by a single layer of 
flattened cells. 


FURTHER FUNCTIONS OF THE TROPHOBLAST 


The trophoblast contributes indispensably to every 
pregnancy through the erosion of the decidua permit- 
ting implantation and the canalization which permits 
placentation and the establishment of placental circu- 
lation. In addition the trophoblast has an endocrine 
secretory function. Up to the fiftieth or sixtieth day 
of pregnancy this organ secretes increasing quantities 
of gonadotropin. This is a chorionic gonadotropin 
which is excreted and is demonstrable quantitatively 
in the urine. This luteinizing substance is secreted 
specifically by the cytotrophoblastic or Langhans cells. 
The syncytiotrophoblast, on the other hand, produces 
estrone and progesteronelike steroids. The cytotropho- 
blast, not the anterior hypophysis, is the source of 
gonadotrophic substance responsible for the modifica- 
tions of the Aschheim-Zondek reactions used in early 
diagnosis of pregnancy. 

Further, these primitive haploid totipotent cells, 
migrating from the trophoblast along the germinal path 
of Beard,® find their way into the gonads of the 
forming embryo. According to this early investigator, 
the primary germ cells responsible for the perpetuation 
of the species are set aside early during the cleavage 
stage and find their way into the somatic embryo. The 
fact that 17 to 19 per cent of these cells lodge in 
ectopic sites throughout the soma during their migra- 
tion constitutes one of the tenets in the development 
of Krebs” trophoblastic thesis. 


PATHOLOGICAL MANIFESTATIONS OF TROPHOBLAST 


Consider first the manifestations of morbid physi- 
ology or pathology of trophoblast found in its only 
normal location, the uterus in early pregnancy. It has 
been recently shown that excessive levels of circulating 
chorionic gonadotropin are present concurrently with 
toxemia of pregnancy, and that the level of the hor- 
mone as measured by its urinary excretion is pro- 
portional to the degree of toxemia.® This condition 
apparently obtains when there is either an overgrowth 
or overactivity of cellular trophoblast or its persistence 
after it would normally be destroyed by maternal 
influence. 


The simplest and most common of the degenera- 
tive processes involving the chorion is the so-called 
hydatidiform mole—a purely descriptive nomenclature, 
as the pathology consists of hyperplasia of the inter- 
stitial tissue of the villi followed by constriction of 
the central arteriole and hydropic degeneration of the 
entire villus with the formation of vesicles. The 
chorion laeve (capsular portion) alone may be affected 
or the chorion frondosum (placental portion) in part 
or in toto may be involved. The embryo is usually 
destroyed or absorbed but may be found in the center 
of the racemose mass of vesicles. Rarely only a por- 
tion of the frondosum may be involved and the 
embryo may survive to be delivered at term. 

Microscopically the villi show edematous hyper- 
plasia of the stroma with marked increase in the 
Langhans layer. There is alteration of the size and 
staining quality of the cells. The syncytial layer also 
hypertrophies somewhat and is vacuolated and necrotic. 

Present standard authorities**’ claim the etiology 
of hydropic degeneration of the chorion to be un- 
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known. However, the process apparently begins with 
a failure of the normal curbing influence exerted by 
the maternal organism against the overdevelopment or 
persistence of cytotrophoblast. That this governing 
influence is mediated through elaboration of one or 
more of the pancreatic enzymes is cited in his tropho- 
blastic thesis by Krebs,? who points to the established 
hyperactivity of this organ culminating at about the 
fifty-sixth day of pregnancy. 


Regarding the incidence of hydatidiform degen- 
eration, it has been said that it occurs (is diagnosed) 
usually in the latter half of pregnancy, although it is 
commonly observed in early spontaneously aborted 
ova. Hertig and Edmonds* as quoted by De Lee and 
Greenhill® collected a series of 1,029 spontaneously 
aborted ova and found hydatidiform degeneration in 
40 per cent of the group; of the pathological ova 66.9 
per cent showed this form of pathology. If the ovum 
is not expelled or the mole aborted early, the diagnosis 
is usually not made until the second or third trimester. 


CLINICAL COURSE 


The classic description of hydatidiform mole indi- 
cates that the pregnancy proceeds normally until 
uterine enlargement out of proportion to the stage of 
gestation calls attention to the condition. Commonly 
described are three symptoms: abdominal pain, uterine 
bleeding, and hyperemesis or toxemia. However, in a 
recent 5-year study of 426 cases, Holman and 
Schirmer® found bleeding, either alone or in combina- 
tion with other symptoms, to be the most constant 
symptom. The degree of bleeding varied from only 
occasional spotting to frank hemorrhage, and only a 
small number (2 per cent) had associated toxemia 
of pregnancy. They point out that excessive uterine 
enlargement is an undependable criterion, being found 
in only 36 per cent of cases. The size of the uterus 
was reported smaller than normal for the duration of 
pregnancy in 47 per cent. 


Spontaneous termination of the pregnancy may 
occur at any time with the expulsion of the mole, 
usually before the sixth month. However, such preg- 
nancies have been carried to or beyond term in some 
cases. De Lee and Greenhill* state that these abortions 
are apt to be more than usually bloody and that the 
uterus frequently reacts sluggishly in retraction and 
involution. 


Diagnosis is predicated first on suspicion. This 
may be aroused by an irregular spotting or bleeding 
with or without any symptoms of pain and toxemia. 
It should be strengthened by any disparity between 
length of gestation and uterine enlargement, abnor- 
mally soft palpatory findings with absence of fetal 
contour, movements, and x-ray shadow. The diagnosis 
is confirmed by means of quantitative hormone titers 
on urinary excretion of the cytotrophoblastic gonado- 
tropins. In competent hands the Beard or Roffo tests 
are dependable in this determination. It must be re- 
membered in this respect that normally in early 
pregnancy—until about the fifty-sixth day of gestation 
—there are excreted in the urine increasing concen- 
trations of this chorionic gonadotropin coincident with 
trophoblastic activity in implantation, canalization, and 
placentation. After this date the functions of this 
organ are largely supplanted by the placenta and the 
ovary ‘and the excretion of luteinizing hormone drops 
abruptly. For this reason, diagnostic tests by hormone 
assays must be performed at an earlier or later stage 
in gestation. 


The Friedman test becomes negative within 2 
months after the passage of a mole unless chorionic 
(trophoblastic) tissue is still in contact with the 
maternal organism. The increased time required for 
a negative Aschheim-Zondek reaction after a mole 
has been passed as compared to the 7 to 10 days 
following a normal parturition or abortion of a normal 
ovum is due to the excessive luteinization of the ovaries 
by the sustained gonadotropin level maintained by the 
hyperplastic and hyperactive cytotrophoblast of the 
mole. Usually found in cases of any duration are 
bilateral lutein cysts of the ovary containing a watery 
fluid in which the gonadotropin is found in consider- 
able concentration. This source of the hormone, 
gradually absorbed and excreted, prolongs the positive 
I’riedman reaction. However, during this period the 
quantitative values expressed in units of gonadotropin 
per liter of urine will not increase unless malignant 
change, choriocarcinoma, has followed or accompanied 
the mole. 

The fundamental treatment of hydatidiform mole 
is simply stated: A complete separation of all the 
chorionic tissue from the maternal host must be ef- 
fected, and at once! If the diagnosis has not been 
established until the mole has aborted, the uterus 
should be curetted within 24 hours. If the diagnosis 
is made before expulsion has occurred and before 
the uterus has become too soft or large, curettage 
should be thoroughly performed and repeated unless 
the biologic tests show a decreasing titer of excreted 
hormone. If the mole is advanced beyond the early 
stage, the uterus should be emptied digitally after 
securing cervical dilatation with a gauze pack or 
small metreurynter. De Lee and Greenhill* caution 
that extreme care must be exercised in any instru- 
mental or digital manipulation in the uterus in this 
condition as the uterine wall may be weakened, increas- 
ing the hazards of perforation and hemorrhage. In 
this respect these two authors describe what they 
term a destructive mole where penetration of the 
myometrium by the chorionic vesicles has occurred. 
In these cases they cite the frequency of penetration 
by even a gently used curet. However, to draw a 
distinction between a destructive mole exhibiting such 
invasive characteristics and choriocarcinoma would 
seem most apt to confuse the clinical management and 
jeopardize the patient’s life. 

After removal or expulsion of a mole, the patient 
must be followed closely for at least a year. Holman 
and Schirmer'® have recommended that Friedman 
tests be performed 10 days after the mole is passed 
and then every 2 weeks for 2 months. After this 
period monthly tests are made for the following 10 
months. 

Before discussion of choriocarcinoma considera- 
tion of the relationship existing between this malignant 
manifestation of trophoblast and the hydatid mole is 
in order. Statistics of reported cases in the literature 
vary as to the incidence of choriocarcinoma following 
moles. In one instance where 426 moles were studied," 
69 patients developed choriocarcinoma, an incidence of 
16 per cent. Yet the same authors in another paper’® 
make the statement that about 1 to 2 per cent of 
hydatid moles are followed by choriocarcinoma. Con- 
versely, however, it is generally considered that, of all 
choriocarcinomata, approximately 50 per cent follow 
moles. The import of these statistics, in any event, 
definitely indicates that if lives are to be preserved, 
every woman who produces a hydatidiform mole 
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should be considered a certain candidate for chorio- 

carcinoma until at least a year of close observation 

has established her fortunate escape. 
CHORIOCARCINOMA 

The term choriocarcinoma has been used in pref- 
erence to the older term chorioepithelioma as has been 
recommended by Morhardt'' and other students of 
pathology. The semantic validity of this choice is 
apparent when the pathological origin of its mani- 
festations is perceived. 

From a histopathological standpoint, choriocarci- 
noma consists of irregular masses of Langhans cells 
interspersed with syncytial masses. At times the ap- 
pearance of the two elements differs slightly if at all 
from that of normal trophoblast in early pregnancy. 
Because of this fact, pathological diagnosis from uter- 
ine scrapings is often difficult. However, the finding 
of chorionic elements anywhere other than in the 
decidua of pregnancy is diagnostic of choriocarcinoma. 
As Krebs’ has postulated so succinctly, “The cyto- 
trophoblast of chorionepithelioma is the same as the 
cytotrophoblast of normal pregnancy, except that the 
growth of the latter is restricted by the host.” And 
again, “A trophoblast cell has never been observed 
ectopically . . . except as one of the malignant exhibi- 
tions of cancer.” 

Gross appearance of primary uterine choriocarci- 
noma is that of a maroon-colored tumor occurring in 
the myometrium at the site of the placenta, usually 
the fundus in its upper portion. It invades and de- 
stroys the musculature and may characteristically be 
marked by implants in the cervix and vagina. These 
appear as red or maroon-colored nodules which may 
resemble hematomata. 

As regards the incidence, the relationship between 
the choriocarcinoma and moles has already been dis- 
cussed. Categorically it may be stated that chorio- 
carcinoma may follow any pregnancy, normal or 
pathological, aborted or delivered at term. The interval 
between the pregnancy and the malignancy may be 
days, weeks, or years. The same may be said for its 
association with a hydatidiform mole, as it may be 
seen as a maroon-colored mass in the central portion 
of an expelled mole, or it may not become manifest 
until long after the ill-fated pregnancy has been dis- 
missed from the patient’s mind. 

Concerning the behavior of this pathology one 
may well repeat here that choriocarcinoma is un- 
doubtedly the wildest growing, most destructive, and 
most lethal exhibition of cancer that may be observed 
in the human body. Its peculiar ability to erode blood 
vessels makes metastasis by the venous route inevitable. 
Likewise choriocarcinoma is one of the bloodiest of 
tumors for it does not in itself contain vessels but is 
nourished by the blood in which it is constantly bathed 
by the eroded vessels of the host. The result of this 
destructive type of vascularization creates a rapidly 
developing anemia. Areas of the tumor mass may be 
eventually inadequately supplied with blood and _ be- 
come necrotic, adding sepsis to the clinical picture. 

In contrast to this morbid picture, several authors 
have pointed out that occasionally some cases run a 
benign course, showing marked regressive tendencies 
even to the disappearance not only of the primary 
growth but of the metastases as well. This is said 
to be the case most frequently when the syncytial 
tissue predominates, and Boyd* has given this type 
the subclassification of syncytioma. He also feels that 


pl 


586 

I 

1 

i 

a 

I 

t 

t 

i 

x 

s 

0 

n 

la 

ol 

Pr 

1¢ 

su 

th 

th 

pr 

op 

th; 

su 

he 

cir 


Obst. and Gynec. Supplement 
Vol. 3, No. 1, July, 1950 


the regressive tendency is due to the tumors “killing 
themselves” by hemorrhage and necrosis. It seems 
more tenable, however, to ascribe both the cellular 
variation and the “mysterious disappearance” to so- 
matic resistance to trophoblast. That this resistance 
on the part of the soma is variable among individuals 
and at various times is strongly suggested by the fact 
that it is present and potent enough at one time to 
halt the malignant activity of trophoblast with the 
simple canalization of pregnancy long enough for the 
embryo to develop and be delivered at term, yet fol- 
lowing this or subsequent pregnancy penetration of 
ihe myometrium and metastasis may be allowed. 

Understanding the pathogenesis of choriocarci- 
noma makes the clinical course logical and easily 
predicated. The history begins with a pregnancy or 
more commonly an abortion. The conceptus often ex- 
hibits degenerative destruction (mole). There follows 
irregular bleeding from a uterus which enlarges some- 
what or fails to regress normally. Uterine scrapings 
may reveal no retained placental tissue—the growth 
may be within the uterine wall. Bleeding continues 
and may or may not be followed by extensions into 
the cervix or vagina. Cough may appear with the 
accompaniment of hemoptysis indicating metastasis 
into the lungs. By this time anemia will be evident, 
as well as cachexia. Death may occur rapidly as a 
result of massive pulmonary hemorrhage, broncho- 
pneumonia, intraperitoneal hemorrhage with exsangui- 
nation of an already anemic patient, or sepsis may be 
the mode of exitus. 

Concurrent with this clinical picture will be the 
laboratory picture of a persistent positive Friedman 
test, rising titer of excreted gonadotropins with totals 
into several hundred thousand mouse units, increased 
sedimentation rate, progressive anemia, and perhaps 
x-ray evidence of multiple metastatic foci in the lungs. 

The diagnosis will be made either by the ob- 
stetrician with the assistance of the laboratory and 
the pathologist, and this rather early in the disease, 
or will be confirmed by the autopsy surgeon. Fortu- 
nately, more is known today about this condition and 
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laboratory procedures are available to make early diag- 


nosis possible. This has resulted in a marked drop 
in the death rate within fairly recent times. 


Treatment of choriocarcinoma is ideally admin- 
istered while the growth is still confined to the uterus. 
This again is predicated upon early diagnosis. Hys- 
terectomy should be performed, probably with removal 
of the cervix, as well as any tissue which shows con- 
tiguous or metastatic spread. One or both ovaries may 
show remarkably large lutein cysts which need not 
be extirpated as they will regress and their contents 
be absorbed once the malignancy is removed. Sug- 
gestion has been made that during surgery these cysts 
be aspirated with simple needle puncture to withdraw 
the gonadotropin-containing fluid and thus lessen the 
confusion of postoperative biological tests. This seems 
to be a practical procedure which will not damage or 
impair functional ovarian tissue. Metastatic growths 
which are accessible should be removed surgically. 
Radiation of distant metastases has been tried but is 
not too promising. 

The remarkably destructive character of. the 
choriocarcinoma makes it imperative that diagnosis be 
established and treatment instituted before the degree 
of somatic damage compromises life. Even were it 
possible to remove or destroy the primary growth and 
all distant metastases, irreparable harm may have 
resulted from hemorrhage, sepsis, and cachexia if 
treatment is delayed. The future gives promise of 
new, effective means of combating malignancy but 
their value in conservation of life will always depend 
upon early diagnosis. 

SUMMARY 


It has been attempted in this paper to outline the 
ontogenetic background of the human trophoblast 
from the initial layering of the zygote to its eventual 
metamorphosis and expulsion and to consider from 
both the histopathological and the clinical aspects the 
deviations from this normal cycle which create ob- 
stetrical problems. 
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All types of therapy for carcinoma of the breast, except 
surgical, must be considered palliative. Since no one knows 
the percentage of cures that may be expected from surgical 
therapy, the term “survivals” is more in keeping with our 
present knowledge of the natural history of the disease. 


If we accept irradiation as valuable treatment for in- 
operable cancer of the breast, it would be illogical to assume 
that such treatment would be without merit as an adjunct to 
surgical therapy. 


Palliative results of castration and hormone therapy have 
been of sufficient value in the management of advanced car- 
cinoma of the breast to justify their use in selected cases. 


AN ATTEMPT TO EVALUATE THE RADICAL AND 
PALLIATIVE TREATMENT OF BREAST CARCINOMA 


It is very evident that there are many problems relating 
to the treatment of carcinoma of the breast which remain 
unsolved. To champion one method of treatment or technique 
of operation to the exclusion of all others may smack of 
dogmatism, and dogmatism ‘never does much* toward the 
solving of scientific problems. . . 


We must keep an open and discriminating mind concerning 
the many opinions extant, and look with a discerning eye upon 
future conclusions which may lack basic truths. Opinions 
should be respected, but should not be mistaken for facts.— 
Thomas G. Orr., M.D., Surgery, Gynecology and Obstetrics, 
April, 1950. 


Episiotomy is defined as the incision of the vulvar 
orifice for obstetrical purposes. Its use has been widely 
recommended to facilitate delivery by shortening labor 
and by preventing tears which are not so readily re- 
paired and which are usually much more extensive 
and poorly located. Its use has also been condemned 
by some who are of the opinion that episiotomy 
weakens supporting structure. Since, however, most 
injury to supporting structure occurs before the head 
or breech, as the case may be, is on the perineum, I 
can not agree with this contention. Justification for the 
generous employment of episiotomy so far as I am 
concerned, rests in the recognized facts that it (1) 
shortens the second stage of labor; (2) prevents com- 
plete tear; and (3) relieves compression of the fetal 
head particularly in breech delivery.* 


It is not my opinion that a routine episiotomy is 
indicated but it is my procedure to make the incision 
in any case presenting evidence of possibility of lacera- 
tion or extreme moulding of the head. I also use it 
in protracted labor, in multiparous patients with peri- 
neal scar tissue, and in frank breech deliveries. 


Episiotomy is best performed after the vulva is 
distended by the presenting part to the size of a silver 
dollar. If it is performed too early and the perineum 
is not yet thinned, considerable bleeding may ensue. 
The types used are medial, lateral, and mediolateral. 
In my own practice and in teaching I am using the 
mediolateral almost exclusively for the following rea- 
sons: Lateral episiotomy causes excessive bleeding due 
to the possibility of severing large vessels. The patient 
usually has more pain during recovery, and also fol- 
lowing recovery, because of the apparently greater 
sensitivity of the area. Medial episiotomy, unless sup- 
ported during delivery, may extend into the rectum. 
This is not true of all medial types of episiotomy, but 
is true of those most often employed, a point which 
will be discussed later. Mediolateral incision at an 
angle of 45 degrees is probably the type causing least 
pain and danger of complication such as extension. If 
extension does occur it is directed away from the 
rectum. The choice of incision to right or left de- 
pends entirely on the condition for which it is per- 
formed.* 

In modern obstetrical practice, in which are 
employed anesthesias of the type such as caudal, saddle 
block, Delvinal Sodium, and scopolamine which reduce 
the desire of the patient to use the expulsive force, 
there has been an increase in the incidence of forceps 
delivery. Although this procedure is not under dis- 
cussion I wish at this point to attempt to clarify a mis- 
understanding concerning the application of forceps, 
whether because of position or for other purposes. It 
is my opinion that the use of obstetrical forceps skill- 
fully applied and deftly handled is a definite boon to 
the parturient patient. In most forceps deliveries, 
episiotomy is definitely indicated. However, I believe 
that in many cases where outlet forceps are used, par- 
ticularly under saddle block anesthesia in which re- 
laxation of the perineum is at its maximum, the incision 
can often be avoided. 


*Presented at the Obstetrics and Gynecology Teaching Sessions, 
Fifty-Second Annual Convention, Boston, July 21, 1948. 
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In the management of occiput posterior presenta- 
tion it has been definitely established that the majority 
of heads will rotate and be born spontaneously. Some, 
however, will be arrested and the use of forceps is 
indication for a deep mediolateral episiotomy. Even 
in the few cases in which the head is expelled spon- 
taneously in occiput posterior presentation, the patient 
should have the benefit of deep incision. 

In the management of breech deliveries, especially 
in the primigravida, episiotomy is particularly indi- 
cated. The accomplishment of the extraction is much 
easier and the danger of damage to the infant’s head 
with resultant intracranial hemorrhage is greatly 
lessened.* 

The indication of episiotomy in face presenta- 
tion is simply the fact that often in difficult cases 
delivery will occur spontaneously following deep peri- 
neotomy.? 

It is well to remember that episiotomy generally 
is a prophylactic measure employed to insure preserva- 
tion of the perineum, which is accomplished by the 
prevention of damage to the posterior vaginal wal! 
and pelvic floor. The sphincter and anal wall are also 
guarded from extensive injury. Rectocele and cysto- 
cele are prevented by overcoming the overdistention 
of the vaginal wall in protracted labor. I have men- 
tioned that approximation of tissue is easier after 
episiotomy than after tears. Also the fact that tissues 
are not bruised by overdistention and too severe 
“ironing out” makes for better, cleaner healing. “Iron- 
ing out,” if properly managed, is still good procedure 
but care must be taken after delivery to determine 
definitely that the fascial structures have not been 
damaged although no visible tear is present.? I often 
hear the statement made by physicians that tears are 
unknown in their practice. It is true that there may 
be no visible lacerations in their patients, but the 
fascial structure is often so weakened that rectocele 
and cystocele occur in these so-called nonlacerated 
mothers. I have made it a practice to follow one 
episiotomy with another in subsequent deliveries. My 
reasoning is that the scar will not stretch and the 
ragged laceration which would undoubtedly result 
would not heal readily. 

I do not wish to leave the impression that perine- 
otomy is routine in all patients on the obstetric service 
at the Kirksville College of Osteopathy and Surgery 
Hospital. There are, however, certain cases in which 
episiotomy is indicated. If it is felt that a perineal 
laceration is inevitable in either spontaneous or outlet 
forceps delivery, mediolateral incision is made. Previ- 
ous episiotomy, as mentioned before, is another indi- 
cation. Frank breech with a primiparous perineum 
is still another routine indication. There are also cases 
in which, for the sake of the mother or the infant, 
it is found necessary to speed up delivery; the proc- 
ess is greatly facilitated by episiotomy and forceps 
application. 

A discussion of the various types* of episiotomy 
and their technics is, I believe, indicated at this point. 
They are: 

1. Lateral—tThis type is made transversely at 
about “4 o’clock” for a distance of about 2 to 4 cm. 
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The objections are the greater possibility of hemor- 
rhage, the disfigurement if good healing is not estab- 
lished, and the possible involvement of the Bartholin 
glands in the incision and the healing process. 

2. Median.—This type, made posteriorly at “6 
o'clock” to a depth of 2 to 4 cm. extending to the anal 
sphincter, should be used only when the head is small 
and the perineum broad or long. The danger in the 
use of the median incision is in the extension of the 
episiotomy into the sphincter, thereby defeating its 
purpose. 

3. Mediolateral—tThis is the type I prefer to 
use. It is made posteriorly from the “6 o'clock” posi- 
tion to right or left, as indicated, toward the ischial 
tuberosity. The incision is usually 4 to 6 cm. deep. 
Its general indications are large fetal head, narrow 
rigid perineum, funnel pelvis, and breech presentation 
in primiparae. Extension of the episiotomy by lacera- 
tion is rare. If necessary it may be extended by choice 
about the anus toward the midline. This latter pro- 
cedure is known as the Schuchardt’s incision.” If it is 
found necessary, it has the effect of delivering the 
baby beside the rectum rathér than through it.® 

Episiotomy regardless of the incision of choice 
or indication should not be done until the head is 
crowning in order to determine the elasticity of the 
perineum and the relative size of the head or breech 
as the case may be. 


Incision may be made with the aid of any of the 
inhalation types of anesthesia and also the local types 
such as saddle block, caudal, or even pudendal block. 
In making the incision it should be remembered not 
to make the cut deeper than is required for easy de- 
livery. Many physicians prefer doing episiotomy with 
bandage scissors, but in any event, sharp-pointed 
scissors should not be used. Hemostasis is not often 
required except possibly in the lateral type of incision. 

There is some variance of opinion as to the time of 
repair. Some authorities strongly recommend that 
repair be done only after delivery of the placenta. 
Personally I have routinely repaired lacerations and 
episiotomy incisions, by choice, before delivery of the 
placenta. It is my opinion that this procedure lessens 
the tendency to hurry the third stage. Also there is a 
cleaner field with which to work and the possibility 
of getting the repair too tight is lessened. So far I 
have had no incidence of suture separation or of 
inability to deliver the placenta in a normal manner. 
Doubtless there are some who will disagree with this 
procedure but in a large number of cases I have found 
no contraindication to its use. 

The repair of the mediolateral episiotomy is ac- 
complished in the following manner. First the anal 
area is redraped with sterile towels and about four 
sponges placed on a sponge forcep in the vagina. The 


EPISIOTOMY AND REPAIR—RIEMANN 


wound may then be exposed with a Gelphi retractor. 
I use No. 0 chromic catgut for suture of the vaginal 
mucosa and fascia propria from the upper angle of 
the wound outward to the fourchette continuously. 
Two or three stitches of No. 0 chromic are placed 
in the severed portion of the levator ani muscle. The 
next step is the suturing of the triangular ligament 
from the fourchette to the distal end of the incision 
with No. 0 chromic. I use No. 0 chromic subcutane- 
ously for skin closure. It is important not to suture 
too subcutaneously when using absorbable suture. How- 
ever, the use of such sutures has great advantages 
for the patient’s comfort. The lack of necessity for 
suture removal makes for happy patients. 


The more common pitfalls of episiotomy and 
repair, which also apply to repair of lacerations gen- 
erally, are the use of too many and too tight sutures. 
A reasonable number of sutures should always be 
used but it should be remembered that when the patient 
assumes her bed position the affected structures will 
fall into their normal anatomical position. Sutures 
too tightly placed interfere with circulation and with 
normal healing. Large or hard sutures are unnecessary 
as approximation of the tissues for 10 to 12 days is 
sufficient to insure proper healing. A few stitches 
placed through all the structures at once, although 
they may momentarily look all right, usually result in 
a poor repair. Coarse suture increases the tendency 
toward perineal abscess and sinus formation.* 


My postoperative procedure is to use a perineal 
heater as necessary with the area covered with gauze 
saturated with boric acid solution. In lieu of a 
perineal heater, boric acid packs may be used. Some- 
times more relief is forthcoming from the use of an 
ice bag. Slight sedation is sometimes necessary as 
for example the use of Empirin Compound No. 3, 
every 4 hours. Cleansing should receive careful 
attention. 


It is a source of great satisfaction to the obstetri- 
cian to have patients who have had episiotomy come 
in for their 6-week check up in as good condition, 
as far as perineal structure is concerned, as when 
they were examined prenatally. In episiotomy, as in 
every obstetrical procedure, it must be remembered 
that every mother has the right to expect to return 
to her family in good condition after childbirth and 
be accompanied with a normal healthy baby. 


Kirksville College of Osteopathy and Surgery. 
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During the war years, when apparatus for the determina- 
tion of tubal patency were not being manufactured, it became 
imperative that a tubal patency test be devised which would be 
accurate, simple, safe and economical. . . . Phenolsulfonph- 
thalein was chosen because it was considered to be safe, as 
evidenced by the many years of clinical usage without any 
reported toxicity. It was further believed that, if it could be 
given safely by muscular and intravenous routes without being 


irritating, it probably could be given intraperitoneally without 
harm. 


The phenolsulfonphthalein test for the determination of 
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tubal patency is accurate, simple and safe. The test is based on 
the premise that phenolsulfonphthalein is not easily absorbed 
(if at all) from the normal vaginal mucosa, endocervix, endo- 
metrium or endosalpinx but is readily absorbed from the 
peritoneal cavity. Thus, if the tubes are patent, the phenol- 
sulfonphthalein will pass from the uterus into the tubes and 
then into the peritoneal cavity. There it is absorbed, carried 
to the kidneys and excreted, giving rise to a positive result. 
(The urine turns pink or red when alkalinized.) If the tubes 
are closed, this will not occur; the urine will remain clear, and 
the result of the test will be negative—George Speck, M.D., 
Journal of the American Medical Association, May 27, 1950. 
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With Case History of Spontaneous Reinversion 


SEAVER A. TARULIS, D.O. 


Inversion of the uterus, an extremely serious com- 
plication of the third stage of labor, is defined as a 
partial or complete turning inward, inside out, or other 
reversal of the normal relation of the uterus. Titus’ 
describes two main classes, (1) acute inversion, occur- 
ring immediately after delivery, and (2) chronic inver- 
sion, resulting from but persisting after delivery and 
the patient’s recovery from acute symptoms. If the 
fundus of the uterus becomes inverted and comes into 
close contact with the external os, it is designated as an 
incomplete inversion; should the fundus protrude 
through the external os or appear outside of the vulva, 
the condition is labeled a complete inversion and pro- 
lapse of the inverted uterus. 

The incidence of this accident is estimated vari- 
ously from 1:4,000 to 1:30,000 deliveries. Phaneuf? 
claims that as standards of practice gradually are 
raised the incidence is decreasing. However, Curtis* 
says the circumstances connected with death from 
uterine inversion are so regrettable that undoubtedly 
many cases are never reported in literature. 


ETIOLOGY 


Three factors that permit the development of 
uterine inversion are, according to DeLee and Green- 
hill, (1) sudden emptying of the uterus after disten- 
tion of its cavity, (2) physiological or pathological 
thinning of its walls, and (3) a dilated cervix. 

While atony of the uterus is the cause of the 
majority of inversions, DeLee and his associate* have 
shown that inversion can be produced by contraction 
of the corpus with relaxation of the lower portion of 
the uterus. Any quick movement of the abdominal 
muscles which augments intra-abdominal pressure 
bearing down to express the placenta, turning in bed, 
sitting up, coughing, or raising the hips to allow a 
clean sheet to be placed, to name a few—may produce 
inversion of an atonic uterus. This type is often 
designated as spontaneous. Das,® in a series of 297 
cases, reports 40 per cent were spontaneous. Most 
commonly, the inversion is caused by faulty obstetric 
technic, i.e., forcible Credé expression before placental 
separation or during a phase of uterine relaxation, 
traction on the umbilical cord, undue pressure on the 
fundus, or manual removal of the placenta. Other pre- 
disposing factors are a short umbilical cord, uterine 
inertia, marked thinness or laxity of the uterine wall, 
especially at the placental site, the mechanism of which 
is well described by Harer and Sharkey.* Titus? lists 
contractions of the uterine musculature and Stander* 
mentions a patulous cervical canal. Das* attributed 21 
per cent in his series to traction on the cord and 19 
per cent to improper, overly vigorous methods of ex- 
pressing the placenta. Harer and Sharkey® believed 76 
per cent of their series were preventable cases in which 
the inversion was caused by suprafundal pressure, 
manual removal of the placenta, and traction on the 
cord. Daro, Heskett, and Schiller® considered fibroids 
responsible for chronic inversion. 


Chicago 


Typically, these events follow any or all of the 
aforementioned factors: relaxation or atony of uterine 
musculature partially or totally, partial invagination 
of the uterine wall, and subsequent contraction ani 
further invagination in a manner similar to peristaltic 
action. The invagination may stop at any stage or 
proceed until inversion of the uterus is complete. 


SYMPTOMS 


As a rule the initiation of the inversion is gradual 
In the beginning a small depression appears at the 
fundus and then, suddenly, the corpus drops into the 
vagina. Traction on the cord results in a more abrup! 
development. Sudden, severe, abdominal pain causes 
the patient to bear down, which furthers inversion. 
Sudden shock is a usual symptom, although it may 
not appear. DeLee and Greenhill* say shock is due to 
the stretching of the peritoneum and nerves of the 
broad ligaments. Sudden reduction in intra-abdominal! 
pressure may cause shock. Generally hemorrhage is 
profuse; it may be moderate; rarely, if the placenta is 
still attached, it may not occur. 

Shock must be combatted quickly, for death is 
imminent, Beck® says, in 1 or 2 hours. If the uterus 
has not been replaced immediately, the symptoms may 
indicate that the cervix has clamped down, interfering 
with circulation and causing the corpus to slough off, 
or that the uterus is infected and septicopyemia has set 
in, or uterine involution may have taken place, neces- 
sitating late treatment, or the uterus may have re-in- 
verted spontaneously. 

Ileus, from incarceration of the intestines in the 
inverted funnel, has been observed. In the chronic 
cases the corpus in the vagina atrophies and the epi- 
thelium dries and hornifies slightly, becoming the site 
of erosions and ulcers. Symptoms reflecting this con- 
dition are menorrhagia, leukorrhea, and irregular bleed- 
ing, with dragging pains in the back and a feeling of 
bearing down. However, they are not invariably pres- 
ent.* 

DIAGNOSIS 

Abdominal palpation reveals a crater-shaped de- 
pression, instead of a rounded firm corpus; examina- 
tion by speculum demonstrates the presence of what 
Phaneuf* describes as “a pear-shaped tumor with the 
broad surface downward, filling the vagina” ; and pro- 
found shock and hemorrhage appear during the third 
stage of labor. These features make the diagnosis not 
too difficult, provided the attending physician bears in 
mind the possibility of this infrequent accident. 

Uterine inversion is to be differentiated from 
pedunculated submucous fibroid, adherent placenta, and 
total atony of the uterus. This accident should always 
be considered among the causes of postpartum shock. 
One of the most significant signs of inversion of the 
uterus is the presence of bearing-down pains after 
expression of the placenta. The diagnosis is easily 
verified by bimanual examination, even if the inversion 
is incomplete. As Stander’ points out, either the fun- 
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dus is missing or presents a craterlike depression above 
or behind the symphysis. Because the condition is rela- 
tively rare, uterine inversion may not come to mind. 
Instances have been mentioned in which the corpus 
uteri was torn off, because it was thought to be the 
placenta. DeLee and Greenhill* call attention to the 
fact that if the corpus is prolapsed, a bright red, rough, 
bleeding endometrium constitutes good evidence of it. 


PROGNOSIS 

Recent advances in chemotherapy, as well as bet- 
ter asepsis and obstetrical technic, make for a better 
prognosis now than formerly. Today shock serum and 
better anesthesia are used, which helps to control the 
mortality rate. However, the death rate is still high. 
Authorities quote various figures, from 14.8 per cent 
by Das*® to 43 per cent by Harer and Sharkey. Mc- 
Lennan and McKelvey” advocate disregarding the in- 
verted uterus at the time of the emergency and correct- 
ing it surgically some weeks later. However, the 
general consensus is that immediate repositidn im- 
proves the outlook. 


TREATMENT 


Good obstetric technic always should include rou- 
tine methods of preventing inversion of the uterus. 
Continuous manual control of the fundus to ascertain 
its position, shape, and tonicity is advisable during the 
third stage of labor. Pressure on the corpus, espe- 
cially when the uterus is relaxed, is strictly contraindi- 
cated. Traction on the cord is considered poor obstetric 
technic. Atony of the uterus at this stage should be 
offset. Burwig™’ uses ergot on occasion. 

When the newly delivered woman is turned from 
side to side, or when she raises her hips for the re- 
moval of soiled bed clothes, use of the bedpan, chang- 
ing the rubber sheet, et cetera. the physician must 
check uterine contraction by palpation to be sure of 
firm contraction. The patient should avoid bearing 
down during the third stage of labor.* 


In removing an adherent placenta, one must take 
the utmost care in withdrawing the inner hand so that 
the outer hand follows the progress of the corpus by 
palpation through the abdomen. Essentially, the best 
prophylactic measures are gentleness and patience, un- 
hurried allowance for nature to take its course, re- 
straint from using oxytocic drugs indiscriminately, and 
refraining from any attempt to hurry the third stage 
of labor. 

Harer and Sharkey® advocate a sound prophylactic 
measure, namely, more adequate instruction in medical 
schools of the physiology of the third stage of labor, 
the dangers inherent in forcible expression of the after- 
birth before the placenta has separated, and the limita- 
tions of the Credé method when the uterus is not 
contracting firmly and freely. 


Active treatment begins with the management of 
shock, after which immediate attempts at reposition of 
the uterus can be initiated. Management of shock 
consists of the administration of blood serum or plasma 
intravenously, repeating as necessary. Whole blood 
should be given as soon as possible, if there has been 
much blood loss. Toward this end, each patient should 
have the blood type and Rh factor determined as a 
part of the routine laboratory work-up before she 
enters the delivery room. Saving a few minutes at a 
time of emergency may mean the difference between 
the life and death of a mother. McLennan and 
McKelvey’ advise immediate availability of blood. 
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Morphine should be administered. The bed should 
be elevated at the foot. Beck® recommends that if the 
delivery table will allow it the patient should be placed 
in the Trendelenberg position. If possible, the control 
of shock should be managed by an assistant, while the 
attending physician prepares to replace the uterus. 

If inversion is discovered immediately and re- 
placed therewith, the replacement maneuver is often 
easy and the shock increased only slightly, if at all. 
In fact, Curtis* claims that the inversion itself pro- 
duces shock rather than the accompanying hemorrhage. 
Any delay results in tightening of the cervical mus- 
culature, which prevents easy replacement. The con- 
striction may sometimes be relaxed by giving the 
patient an intramuscular injection of from 0.5 to 1.0 
ce. of epinephrine hydrochloride (1:1,000). Daro and 
his coworkers reported their encouraging findings in 
3 cases in which adequate dosage apparently eased and 
simplified replacement by taxis conspicuously. 

Most frequently, uterine inversion is found dur- 
ing the third stage of labor when the baby has been 
delivered or the placenta expressed. The patient is 
still prepared for surgery, perhaps still anesthetized. 
When shock and hemorrhage are under control, condi- 
tions for immediate replacement are ideal. DeLee and 
Greenhill* say that ergonovine and pituitary extract 
should be given after replacement, that if the uterus 
remains firm nothing more need be done, but if it 
tends to relax, the uterus and the vagina should be 
packed firmly for from 12 to 24 hours. 

Later discovery and diagnosis of the inversion, 
even only a few hours after the accident, reveal a 
tightly constricted cervix in an exsanguinated patient 
in deep shock. Measures are taken to offset shock. 
While replacement cannot be performed, hemorrhage 
can be combatted by returning the uterus to the vagina 
and placing a pack around it. 

DeLee and Greenhill* describe the technic of 
manual replacement of the uterus in acute cases as 
follows: With the whole mass in the grasp of the 
hand, the constricting portion of the uterus is spread 
out with the fingers and the inverted corpus is 
pushed up with the palm of the hand, directing the 
force along the axis of the pelvis, well forward to 
avoid the sacrum. If the placenta is still attached, 
leave it on the uterus, unless its mass is too bulky. 
If this is the case, peel the placenta off before replac- 
ing the uterus. If the corpus is swollen, its size has 
been known to diminish under a continuous, even, 
firm compression of the hands. Rupture of the uterus 
is always a danger. Replacement may proceed more 
expeditiously if the side prolapsing last is replaced 
first. Spasm of the constricting uterus indicates a 
need for deeper anesthesia. Prolonging or forcing the 
operation is contraindicated. 

In chronic cases or in the acute stage when 
reinversion fails, several methods are recommended. 
The Spinelli operation is the most widely advocated. 
This consists of incising the anterior uterine wall by 
the vaginal route and reinverting and resuturing the 
uterus as in a vaginal hysterotomy. The technic for 
Huntington’s’® relatively simple abdominal ‘operation 
includes opening the abdomen below the umbilicus, 
replacing the uterus by grasping the invaginated por- 
tion with vulsellum forceps placed on both sides of 
the rim, pulling up a part of the uterus, placing more 
vulsella lower down, and retracting upward. The 


replaced uterus is packed through the vagina. Results 
have been excellent. 
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Following the emergency care of the patient suf- 
fering from inversion of the uterus, excellent post- 
partum care is imperative. Shock and hemorrhage 
must be detected and combatted at the earliest sign. 
Special nurses should be assigned until the patient 
is out of the critical stage. Chemotherapy consisting 
of sulfadiazine and penicillin should be started imme- 
diately and continued for 3 to 4 days or longer if any 
fever is present. Sulfadiazine and penicillin are war- 
ranted as prophylactic measures since infection has 
been responsible for a high proportion of the fatalities. 
Osteopathic manipulative therapy is advised daily, ac- 
cording to the lesion pathology present. 

Spontaneous reinversion is a rare occurrence 
which has been reported a few hours after the acci- 
dent and as long after as 8 years. Although only 
relatively few cases have been reported in literature, 
a great many more may have occurred undiagnosed. 

Inversion may recur in subsequent labors, fre- 
quently in patients in whom replacement was manual, 
rarely in those in whom replacement was operative. 
This fact has a bearing on subsequent labors, for com- 
plications may develop in the former, while in the 
latter normal delivery may be anticipated. 

During my years of residency at the Chicago 
Osteopathic Hospital, I witnessed uterine inversion 
in 3 cases. In 2 of the cases manual replacement and 
inversion immediately after the accident were success- 
ful, the patients progressed uneventfully and each had 
a normal postpartum course. 


Another case was characterized by unsuccessful 
attempts at immediate reinversion and, after a chronic 
course, resulted in a spontaneous correction. Follow- 
ing is the case history illustrating the factors involved 
in the production of this accident and the management 
of the patient. 

CASE REPORT 

The patient, aged 22, was a primipara and primi- 
gravida. This white housewife, with a height of 5 
feet 3 inches, weighed normally 153 pounds. Her 
weight at term was 182 pounds. 


The patient entered the hospital October 22, 1940. 
The estimated date of confinement had been October 
5, but no signs of labor pains were present. The 
patient had been hospitalized October 1 for 24 hours 
and discharged after a diagnosis of false labor. 


Prenatal record revealed a normal general history. 
Physical examination was essentially negative except 
for the characteristic signs of pregnancy. Blood pres- 
sure was 115/55; total weight gain, 29 pounds; 
external and internal pelvic measurements normal. 
Abdominal palpation revealed a fetus in right occipito- 
anterior position and presentation and a uterus larger 
than normal due to the presence of polyhydramnios 
and a large baby. The fetal heart tones were 120 a 
minute, strong and regular. Rectal examination re- 
vealed engagement of the occiput in right anterior 
position and the head at a station of zero, at the level 
of the ischial spines. The cervix was soft, not effaced, 
and the os admitted only one finger. X-ray examina- 
tion revealed a large fetus but no evidence of dis- 
proportion. 

In view of the history of missed labor 3 weeks 
before, the size of the baby, and an excessive amount 
of amniotic fluid, consultation was obtained on the 
advisability of inducing labor. The following pro- 
cedure was recommended and carried out: 

Castor oil, 1% ounces at 4:00 p.m. 
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Quinine, 5 grains at 5:00 p.m. 

Soft diet at 5:15 p.m. 

Enema, soap suds, at 6:00 p.m. 

Rupture of membranes manually at 7:00 p.m. 
with the patient in a sterile setup. 

The patient was allowed to be up and about and 
labor pains began at 7:30 p.m. The first stage of labor 
was very rapid, with complete effacement and dilatation 
of the cervix occurring at 10:00 p.m. The patient 
was then taken to the delivery room and prepared for 
delivery. 

The second stage of labor progressed slowly, the 
patient receiving intermittent ether anesthesia of ob- 
stetrical degree with her pains. At 1:10 a.m., because 
of lack of progress, fatigue of patient, irregularity 
of fetal heart tones, and appearance of meconium, a 
low forceps application was made and a normal, viable 
fetus, weighing 7 pounds, 15 ounces was extracted 
without difficulty with the aid of a left lateral episiot- 
omy under deep ether anesthesia. 


The third stage of labor was characterized by 
the finding of a completely inverted uterus with the 
placenta remaining attached. Immediate attempts to 
replace the uterus with the attached placenta wer« 
unsuccessful. At this point consultation was called 
The patient was in fair general condition with only 
moderate bleeding occurring. Careful examination by 
the consultant revealed the placenta adhering to a mass 
in the vaginal vault. Attempts at replacing the com- 
pletely inverted uterus with attached placenta were 
again unsuccessful. As the patient’s condition became 
worse and signs of shock appeared, it was decided to 
remove the placenta manually, which was accomplished 
with marked difficulty and increase in the amount of 
hemorrhage. Again attempts to replace the uterus were 
unsuccessful. Since the shock to the patient now made 
her condition critical and the hemorrhage profuse, the 
mass was pushed high into the pelvis and sterile gauze 
packing placed about it in an attempt to control the 
bleeding; a total of 7 yards of gauze packing was 
used. 

Pituitrin and Gynergen, 1 cc. of each, were given 
to maintain uterine tonus and control bleeding. Total 
loss of blood approximated 800 cc. Episiotomy was 
repaired with several deep interrupted chromic catgut 
sutures and two silkworm retention sutures. 

The patient received a 500 cc. whole blood trans- 
fusion to combat shock. This was followed by 1,000 
cc. of 5 per cent dextrose in distilled water. 

The patient’s condition at the time she left the 
delivery room was critical, with signs of shock per- 
sisting and the pulse very weak. The next 3 hours 
were characterized by efforts to combat the shock 
further by maintaining heat and giving additional 
fluids intravenously. At 8:00 a.m. the patient was 
able to take sips of fluid. She complained of marked 
pain in her lower abdomen which was controlled by 
morphine sulfate, 1/6 grain. At 1:00 p.m., October 
23, she was given another 500 cc. of whole blood. 
Vaginal bleeding was only moderate. Gynergen was 
given intramuscularly at 4-hour intervals the rest of 
the day. Coramine was given as necessary. 

Throughout the day the patient’s condition re- 
mained critical. Her pulse was weak, thready, and 
irregular, and she complained of thirst and slight air 
hunger. The consultant decided against surgery and 
advised continued conservative management. 

The patient’s condition improved toward evening. 
A minimum of vaginal bleeding was present and she 
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was able to tolerate some fluid by mouth. The second 
postpartum day, October 24, found the patient’s con- 
dition still critical, with subjective symptoms of 
abdominal and back pain, nausea, and vomiting, and 
objective findings of a weak irregular pulse, blood 
pressure 95/50, temperature 101.8 F., abdominal dis- 
tention, and slight vaginal bleeding. 


Vaginal packing was partially removed, about 3 
yards. Blood count revealed erythrocytes, 2,940,000; 
hemoglobin, 8.8 grams; color index, 0.9. Another 
transfusion of 500 cc. of whole blood was given, fol- 
lowed by 1,000 cc. of glucose, 5 per cent in normal 
saline. Gynergen was continued to maintain uterine 
tonus and sedatives given to allay the patient’s pain 
and restlessness. The patient was able to tolerate 
small amounts of fluid by mouth throughout the day. 
The bladder was catheterized morning and evening 
because of patient’s inability to urinate. Special nurses 
in constant attendance provided care which was essen- 
tial in this case. 


The third postpartum day the clinical course was 
very similar to that of the previous day. Remaining 
vaginal packing was removed and no marked amount 
of bleeding occurred. The patient was carefully at- 
tended throughout the remainder of the day, in view 
of beginning hemorrhage. The setup was kept avail- 
able for repacking if necessary. Whole blood, 500 
ce., and 1,000 cc. of 5 per cent glucose in normal 
saline were administered. The patient was very un- 
comfortable. Temperature fluctuated between 101 to 
104 F. Pulse corresponded to the temperature, be- 
tween 80 and 110. 


From October 25 to November 1 constituted a 
critical period characterized subjectively by much pain 
throughout the pelvic area and rectum, mental depres- 
sion, fever, and chills and objectively by symptoms 
of blood loss, necessitating transfusions of whole 
blood and intravenous fluids. Enemas were used suc- 
cessfully to reduce flatulence and abdominal distress. 


On November 1, while the patient was on a 
bedpan expelling an enema, there occurred a prolapse 
of the inverted uterus through the vulva. The mass 
was wrapped in sterile gauze bandages covered by 
sterile cellophane in an attempt to prevent infection. 
The whole mass was supported on a bellavue bridge 
to ease the tension of the uterine ligaments, with some 
relief of pain. A retention catheter was inserted for 
two purposes: (1) because of the patient’s inability 
to void spontaneously, and (2) to prevent contamina- 
tion of the prolapsed uterus. With the prolapse 
occurred a marked increase in the amount of pain in 
the patient’s lower abdomen and lower back, necessi- 
tating the use of morphine at frequent intervals. 
Toward the end of the week, in spite of all sterile 
precautions, the uterus became infected, with a re- 
sultant purulent, bloody discharge. The patient’s gen- 
eral condition improved, and the uterus became 
somewhat smaller. 


__ The period from November 7 to 30 showed a 
slight improvement in the patient’s general condition. 


Uterine dressings now consisted of wet boric packs, » 


with some control of the infection. 


The fortnight from December 1 to 15 was char- 
acterized by a large amount of uterine bleeding and 
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intermittent purulent drainage, which was controlled 
moderately by vaseline dressings and ice packs to the 
uterus. On December 10 the uterus, being smaller 
and firmer, was manually returned to the vagina. 
Vaseline dressings were kept around the uterus. As 
the bleeding subsided, the dressings were removed and 
it was noted that the uterus now spontaneously re- 
tracted into the vagina. Whole blood transfusion (500 
cc.) was given and the patient’s general condition 
improved. 

During the first few days of the period from 
December 16 to 28, there were occasional slight bleed- 
ing and slight purulent discharge. Bleeding subsided 
between December 19 and 28. On December 28, the 
patient experienced the usual signs of a menstrual 
period, with slight bleeding, nausea, vomiting, cramp- 
ing, and pains in the abdomen and back. 

January 3, 1941, vaginal packing with sterile 
vaseline gauze was used to control severe uterine 
hemorrhage. 


January 4, the patient was taken to surgery for 
sterile vaginal examination. Upon removal of gauze 
packing, it was noted that the body of the uterus had 
retracted through the cervical ring. Dry gauze pack- 
ing was reinserted and the bleeding was controlled. 
It stopped in the next few days. Packing was removed 
on January 7 and no bleeding occurred. Patient was 
given 500 cc. of whole blood and now her general 
condition was good. 


On January 20, gynecological examination re- 
vealed a complete reinversion of the uterus. Patient 
was instructed in knee-chest position to be assumed 
at frequent intervals throughout the day. With a few 
days she was up and about in a wheel chair for short 
periods. She now rested comfortably, ate well, and 
eliminated well, with no bleeding or excessive uterine 
discharge. 

She was discharged January 26, 1941, in good 
condition. 


SUBSEQUENT HISTORY 


Gynecological examination on May 16, 1944, re- 
vealed an essentially normal pelvis, with the exception 
that the uterus, although normal in its position, con- 
sistency, shape, and mobility, was smaller than the 
normal and approached the infantile type. 

The patient subsequently left the city. In March, 
1947, in conversation with a relative, the following 
information was gained: In 1942 or 1943, the patient 
experienced a miscarriage, with no complications. 
Early in 1947, she again became pregnant with esti- 
mated date of confinement, November 15, 1947. 

About one o'clock in the morning of November 
11, 1947, she awoke in a pool of blood, was rushed 
to a hospital, and underwent cesarean section. The 
patient died within 8 hours of delivery. 

Unfortunately, more detailed information could 
not be secured relative to her last pregnancy, its com- 
plications, and the cause of death. 

The case illustrates very graphically the body's 
wonderful powers in restoring function to its injured 
tissues, as well as the dangers associated with preg- 
nancy complicated by infantile uterus and what 
seemingly was a placenta praevia. 
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Diabetes (from the Greek word meaning “siphon” 
or “to run through”) is a primary incurable disturb- 
ance in the metabolism of glucose, resulting from an 
insufficient production of the internal secretions of the 
islands of Langerhans in the pancreas. Diabetes com- 
plicating pregnancy is a condition which is being found 
in ever-increasing numbers. Prior to the discovery of 
insulin by Banting and Best’ in 1922, few diabetic 
women conceived and still fewer were able to main- 
tain their pregnancies to term because of hypo- 
ovarianism. Insulin is a preparation containing the 
antidiabetic hormone. Chemically, insulin is a protein 
having a molecular weight of 35,100 and composed 
of at least nine amino acids in crystalline form.? At 
present, in well-controlled cases of diabetes there is 
no appreciable decrease in fertility. With adequate 
diabetic management the pregnancy can usually be 
carried to or nearly to term. 


INCIDENCE 


According to recently published statistics one 
woman in 1,000 of childbearing age is diabetic.* This 
ratio is again directly reflected in the 1:1,000 national 
incidence of diabetes complicating pregnancy. How- 
ever, the incidence in the series of cases with which 
the writer has been working over the past 3 years 
has been in sharp contrast. One case of diabetes has 
been encountered in approximately every 75 preg- 
nancies. 

ETIOLOGY, PHYSIOLOGY, AND PATHOLOGY 

The etiology of diabetes is vague. It is well known 
that alloxan, the ureide of oxalic acid, is a chemical 
normally found in the body, but that the presence of 
an excessive amount of alloxan can destroy the beta 
cells of the pancreas and produce diabetes.° 


In diabetes mellitus the carbohydrate metabolism 
is interfered with in such a way that the sugar of the 
food is not converted into energy and heat. In normal 
metabolism, glucose is carried via the portal vein to 
the liver where it is stored as glycogen. At the re- 
sponse of the tissue demands it is released in the form 
of glucose, and transported to muscles where it is again 
converted to glycogen. This muscle glycogen is oxi- 
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dized, with the release of energy and heat, producing 
lactic acid, carbon dioxide, and water. The specific 
change found in the diabetic pancreas seems to be 
the disappearance and replacement by fluid of the 
granules in the beta cells of the islands of Langerhans. 
It is these granules which apparently carry the anti- 
diabetogenic factors.® 


In addition to attention given the usual problems 
of normal pregnancies, in diabetic pregnancies special 
attention must be directed toward the problems con- 
nected with the higher incidence of maternal and fetal 
abnormalities and mortality. Laboratory evaluation of 
the balance of the sex hormones of pregnancy is re- 
quired as well as the standard analysis of blood and 
urine. Special problems of antepartum treatment, de- 
livery, and postpartum care will be encountered. 


MATERNAL ABNORMALITIES 

Vascular disease is diffuse and manifests itself 
clinically by arteriosclerosis, coronary heart disease, 
nephritides, and the retinopathies.°’? The cardiovas- 
cular system of the obstetrical patient who is diabetic 
must be considered to be aged beyond the patient's 
chronological age. In general, the extent of the cardio- 
vascular aging may be determined by adding the years 
of duration of diabetes to the patient’s chronological 
age; in those having had diabetes in excess of 15 
years, the chronological age should be doubled.* 


Hypo-ovarianism is usually manifest clinically by 
menstrual abnormalities, particularly menometror- 
rhagia, cystic mastitis of a chronic nature, and, less 
frequently, by growth abnormalities. These patients 
usually are found to have high titers for the follicle 
stimulating hormone (FSH) and low levels for excre- 
tion of the 17-ketosteroids.* 


Low renal threshold for glucose during pregnancy 
is physiologically normal. It may cause considerable 
complication coexisting with diabetes. These patients 
may easily slip into an acidotic state because of the 
excessive excretion of carbohydrate.‘ 

Water retention imbalance in this respect is quite 
common, with resultant edema, polyhydramnios, hy- 
pervolemia, and fetal edema.* 
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Disturbed balance in sex hormones of pregnancy 
usually results. This is demonstrated by a marked 
increase in’ chorionic gonadotropin and a decrease in 
the amounts of estrogen and progestin. These dis- 
crepancies are felt to be due to a disturbance in the 
normal function of the pituitary during the period of 
pregnancy in the diabetic.® 


FETAL ABNORMALITIES 


Large size of the infant in gross weight, length, 
and size of the organs is the result of several factors 
but chiefly fetal edema, as already mentioned, from 
fluid retention, and nutritional adiposity due to dis- 
iurbed maternal metabolism.*° 

Congenital defects are found in greater numbers 
(12 per cent) in infants born to diabetic mothers 
than would be expected normally. They include the 
usual defects found at delivery. Especially common 
are atelectasis and thymic enlargement. These defects 
are thought to be genetic in origin, although they have 
been produced experimentally in vitamin B and hor- 
monal deficiencies, both frequently present in diabetics.* 

Hypoglycemia following .delivery is observed. 
Whether the placenta is permeable to the complex 
insulin molecule has not yet been clearly established.* 
Apparently, however, the islands of Langerhans, in 
the fetus, are greatly hypertrophied in an attempt to 
compensate for the maternal deficiency."* As a result, 
the fetus, immediately following birth, will suffer 
from a hypoglycemia, there being critical periods 
at approximately 55 minutes and 6 hours postpartum. 
This hypoglycemia is felt by many to account in 
whole or in part for the high fetal morbidity and 
mortality associated with diabetic deliveries. The blood 
sugar curve may drop to a low of 10 mgm. per cent 
within the first 55 minutes after birth. Values as low 
as this are considered critical and demand immediate 
correction to prevent the death of the newborn.* 


MORTALITY 


The maternal mortality rate, prior to the advent 
of insulin therapy, in pregnancies complicated by dia- 
betes amounted to nearly 50 per cent. This appalling 
rate has recently been reduced to approximately 0.4 
per cent, approaching that of a nondiabetic pregnancy.*® 

The fetal mortality rate still remains the great 
problem in the obstetrical management of the diabetic 
patient. Taking into account the entire period of preg- 
nancy, the fetal wastage yet remains extremely high, 
that is, approaching 60 per cent. The literature indi- 
cates, however, that under adequate management the 
fetal mortality need not exceed 13 to 18 per cent.* 

No small part in the improvement of maternal 
mortality and infant survival rates is due to factors 
other than the use of insulin. Credit must be given 
to the superior obstetrical management and improved 
methods for the premature and early neonatal care 
of infants available today because of general progress 
in these respective fields. 


LABORATORY FINDINGS 


The diagnosis of diabetes, as a complication of 
pregnancy, is essentially a laboratory procedure, al- 
though the diagnosis has most usually been made prior 
to conception.’*** The finding of sugar in the urine 
at any time should make one suspect diabetes mellitus. 
Of course, lactosuria, which is rather common during 
gestation and lactation, must be ruled out. Diabetes 
must also be differentiated from alimentary glycosuria 
and renal glycosuria, which are the other two most 
common types. A fasting blood-sugar determination 
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in excess of 120 mgm. per cent is of great value in 
establishing the diagnosis, together with the typical 
diabetic curve in the glucose tolerance test.*® 


URINALYSIS FINDINGS 


Positive reduction of Benedict’s reagent, pres- 
ence of acetone and diacetic acid, high specific gravity, 
and large 24-hour volume of urine are the characteristic 
findings. 

BLOOD CHEMISTRY FINDINGS 

Elevation of blood sugar, increase in blood 
cholesterol, decrease in blood chlorides, a reduction 
in CO,-combining power in the presence of acidosis, 
and hyperlipemia occur. The results from the routine 
blood examination are essentially negative. 


_ ESTIMATION OF THE SEX HORMONES OF PREGNANCY 

Eighty per cent of diabetic pregnancies show an 
imbalance, which includes low excretion of preg- 
nandiol, low serum level of estrin, high serum level of 
chorionic gonadotropin, and the disappearance of 
basophilic navicular cells from the vaginal smear. All 
but the last of these laboratory determinations are not 
obtainable in the average small hospital. Vaginal 
smears, however, following the technic of Papanico- 
laou and Traut may be run in most laboratories. 
White* grades them as follows: 


Rating Relationship of Degree of 
Acidophilic to Navicular Imbalance 
Basophilic Cells 
0.0 All navicular basophilic None 
0-0.5 A few acidophilic Mild 
0.5 acidophilic Mild 
1.0 ¥% acidophilic Moderate 
2.0 Y acidophilic Moderate 
3.0 ¥% acidophilic Marked 
4.0 All acidophilic Marked 


ANTEPARTUM TREATMENT 


The antepartum diabetic diet is calculated accord- 
ing to body weight at 30 calories per kilogram of body 
weight. The allowances are: protein, 2 grams per 
kilogram of body weight; carbohydrate, liberal 200 
grams, approximately half the total caloric intake; 
and fats in quantities sufficient to complete caloric 
requirements. It has been found best to give an equal 
carbohydrate intake in four feedings daily at 6-hour 
intervals." 

INSULIN MANAGEMENT 

The dosage is adjusted as in all diabetics accord- 
ing to urine reduction and blood-sugar values. The 
urine findings must be checked frequently by determin- 
ing blood sugar levels, however, because of the renal 
threshold for glucose, which is normally decreased 
during pregnancy."* 

The dosage is frequently extremely variable be- 
cause of the activity of the fetal pancreas in attempting 
to compensate for the deficient insulin output of the 
mother. As a general rule regular crystalline insulin 
given 20 minutes before meals will permit a better 
control of the blood sugar levels. As a starting point, 
5 units may be given 30 minutes before meals, for each 
plus in the urine reduction test, then varied as neces- 
sary for the individual case. 

Multiple vitamin therapy, particularly with the 
B complex group, is essential. 


OBSTETRICAL MANAGEMENT 
Perhaps one of the greatest problems in the ob- 


stetrical management is the selection of the time and 
the type of delivery. 
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Because of the statistical evidence in favor of 
early delivery, the generally recommended optimum 
time for delivery, in order to prevent the characteristic 
late intrauterine fetal death, is somewhere between the 
thirty-sixth and the thirty-eighth week.’® 

The type of delivery depends upon a great many 
factors: the severity of the diabetes, parity, age, and 
general physical condition of the parturient; the co- 
existence of complicating factors as toxemia, hy- 
dramnios, acidosis, and cardiovascular abnormalities ; 
size, and condition of the fetus; et cetera.2° Diabetics 
tolerate surgical procedures well*' and routine section 
is practiced by some physicians; however, diabetes is 
not universally sanctioned as adequate reason for sec- 
tion. Apparently, the method of choice for the induc- 
tion of labor is by rupture of the membranes. This 
procedure is not particularly practical in some in- 
stances, as in the case of a primigravida with a long 
cervix which has not been effaced.* The selection of 
the type of delivery is probably best left as an indi- 
vidual problem. 


CORRECTION OF ENDOCRINE DISTURBANCES 


The cost of adequate dosages of estrin and pro- 
gestin frequently creates a problem. However, a single 
factor, the use of these hormones, can increase the fetal 
survival rate from around 50 per cent to nearly 90 
per cent.”? Therefore, regardless of cost, correction of 
the endocrine disturbance must not be disregarded. In 
addition to the. value to the fetus, proper hormonal 
balance bears a close relationship to reducing abnor- 
malities such as hypertension, albuminuria, edema, ab- 
normal weight gain, premature labor, et cetera, in the 
mother. 

Estrin and progestin may be given according to 
the findings of the vaginal smear, as outlined previ- 
ously. Combined hormonal therapy should be started 
if the vaginal smear varies between grades 2.0 and 
4.0 with a dosage schedule in accordance with the 
recommendation of White.*| Five mg. each of pro- 
gestin and estrin may be given daily or every other 
day in the twentieth week of pregnancy and increased 
thereafter by 5 mg. every 4 weeks until the thirty- 
second week, when 20 mg. of progestin and 25 mg. of 
estrin are given for 4 weeks. At the thirty-sixth week 
and thereafter until delivery 15 mg. progestin and 30 to 
45 mg. estrin are used. Variations from this sug- 
gested dosage, of course, must be made to suit the 
individual case. 

COMPLICATIONS 

Toxemia is treated as in other pregnancies, with 
a_ high-carbohydrate, high-protein, low-sodium diet. 
Amino acids, orally and iritravenously, crude liver in- 
jections, et cetera, are given. Bed rest, intravenous 
plasma, magnesium sulfate, dehydration procedures, 
and adequate sedation may be utilized in more severe 
cases. 

Acidosis is corrected, by administration of 1/6 
molar sodium lactate intravenously, if the usual meas- 
ures are not successful.** 

For hydramnios and edema ammonium chloride 
may be used cautiously in severe cases. One must bear 
in mind, however, that this chemical will aggravate 
an acidosis that may co-exist in diabetics. 

In premature labor probably the greatest single 
factor is the hormone balance, which should be re- 
evaluated and dosages adjusted accordingly. Sedation 
may be used with caution. Watchfulness over the 
fetal heart tones should be maintained. 
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DELIVERY 


In the majority of cases section will be indicated 
as the delivery of choice. The preoperative preparation 
demands that the diabetes be under control, if at all 
possible ; that the condition of the fetus be satisfactory ; 
and that the obstetrician be aware of the possible exist- 
ing maternal complications. Glucose, 1,000 cc. of 5 per 
cent solution in distilled water, is given immediately 
preoperatively and covered postoperatively with suffi- 
cient insulin. No preoperative sedation is given. Atro- 
pine, 1/150 grain, is prescribed 30 minutes preopera- 
tively. Oxygen is administered to the mother prior to 
and throughout delivery. Adequate vitamin K therapy is 
advised. Spinal and caudal analgesia are considered 
to be the anesthetics of choice.”* 


Because of the tendency toward maternal hemor- 
rhage, the patient’s blood type and Rh factor should 
be determined. Cross-matched blood should be avail- 
able in the event that transfusion should be necessary 


In those cases in which the vaginal route is 
deemed the delivery of choice, one should be awari 
of the more frequent complications that occur wit! 
the delivery of a diabetic patient. Most common ar 
dystocia, especially that caused by shoulder presenta 
tion; Bandl’s contraction ring; increased incidence of 
breech presentation ; uterine inertia; hemorrhage ; and 
anomalies of the passenger.* 


POSTPARTUM CARE 


In addition to the usual postpartum care for the 
mother, an indwelling catheter is left in place to 
facilitate obtaining urine specimens for the necessarily 
frequent reduction tests. Insulin is given hourly if 
indicated. The diet for the first 3 postpartum days 
is limited to a 100 gm. carbohydrate fluid intake. Dur- 
ing the fourth and fifth days the transition to an ad- 
justed full diabetic diet is made. Glucose, 1,000 cc. of 
5 per cent solution in distilled water, is given intra- 
venously twice a day for 3 days. Daily correlations 
must be made of blood sugar and urine findings. Be- 
cause of increased susceptibility to infection in dia- 
betics, the institution of antibiotic therapy—the sul- 
fonamides, penicillin, and chloromycetin, individually, 
or in combination—is wise, as a prophylactic measure 
in the postpartum routine.** Adequate treatment of 
any complications that might have been present ante- 
partum is also indicated. 


In the infant all respiratory obstructions, which 
are common in the newborn babies of diabetics, should 
be removed immediately. The infant should be placed 
in an incubator with continuous oxygen and controlled 
heat and humidity.'® Adrenalin in 2-minim doses may 
be repeated as necessary for stimulation of the de- 
pressed infant.* Atelectasis, another common compli- 
cation, as well as thymic hypertrophy, can be detected 
by routine radiographic examination. Excessive icterus, 
with normal blood counts is common. Therefore, one of 
the vitamin K preparations should be given. 


As stated previously the newborn infant of a 
diabetic frequently expires in a hypoglycemic state in 
the early neonatal period.*? Frequent blood sugar de- 
terminations are therefore necessary for the infant. 
Adequate glucose may then be administered to com- 
pensate for the overproduction of insulin by the 
hypertrophied islands of Langerhans. Blood sugar 
levels of 10 mgm. per cent or less are usually fatal 
unless promptly treated. Routinely, 50 per cent glu- 
cose may be administered orally in 10-drop doses 
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every 30 minutes for 4 doses, then 5 per cent glucose 
in % to 1 ounce doses every 4 hours. If urgent, the 
glucose may be administered via the umbilical vein. 
Clinically, the hypoglycemic state in the newborn can 
be recognized by air hunger, perspiration, and exces- 
sive twitching. Dehydration of the infant may be 
accomplished by limiting the fluid intake for the first 
3 days of life and, if necessary, by administering mag- 
nesium sulfate.* 

Breast feeding is generally considered to be in- 
advisable because of the depleted physical status of 
the diabetic mother." 

CASE HISTORY 


A 20-year-old, well-nourished, well-developed, 
married English woman was first seen January 16, 
1948. The chief complaint was amenorrhea (last men- 
strual period, September 19, 1947), with nausea, 
vomiting, and severe headaches. The history revealed 
the usual childhood diseases and diabetes mellitus of 
the infantile type, which had its onset at 3 years of age. 

Pregnancy was verified by physical examination. 
The blood pressure was 140/90. Weight was 122. 
The remainder of the physical examination was essen- 
tially negative. Urine showed sugar negative ; albumin, 
one plus; acetone and diacetic acid, positive. Micro- 
scopic examination of the urine was essentially nega- 
tive except for 6-8 white blood cells per high power 
field. The fasting blood sugar was 114 mgm. per cent 
on daily insulin dosage of 20 units each of globin and 
protamine zinc. 

The insulin dosage was not changed nor was the 
caloric intake but the diet was altered to include a 
much heavier protein intake. General therapy to re- 
lieve the toxemia was instituted. 

The patient was seen again at the end of a 2-week 
period at which time the weight had increased to 
129 pounds. Other findings were: blood pressure, 
142/102; albumin, 4 plus; sugar, negative; white 
blood cells, numerous per high power field ; headaches, 
more frequent. Fundic examination revealed an al- 
buminuric retinitis. A mitral systolic murmur (grade 
Il) had also developed. Pitting edema of the lower 
extremities was now present. 

Three days later the blood pressure had increased 
to 170/112; sugar was 4 plus; acetone and diacetic 
acid, positive ; albumin, 4 plus; and numerous clumped 
pus cells were found microscopically. Home treatment 
had obviously not been successful ; therefore, hospitali- 
zation was recommended. 

Fasting blood sugar on hospital admission was 
332 mg. per cent and nonprotein nitrogen, 35 mg. per 
cent. Urine showed albumin 4 plus, sugar 4 plus, 
acetone -and diacetic acid positive. Microscopic exami- 
nation showed packed white blood cells in the urine. 

Streptomycin therapy was added to the penicillin 
and sulfonamide treatment that had been instituted at 
home. Amino acids in 45-gram doses were given 
intravenously twice daily. Magnesium sulfate and 
Demerol were given to relieve the threatening eclamp- 
tic state. The insulin routine was changed to include 
35 units globin insulin in the morning and a regular 
insulin supplement before the four daily feedings. 

In 3 days the urine reductions were averaging 
2 plus before meals. However, a recheck of the fasting 
blood sugar showed an increase to 355 mgm. per cent. 
The blood pressure had dropped to 146/90. Fundic 
examination revealed massive albuminuric plaques 
with hemorrhage from one of the retinal vessels in 
the left eye. Because of the apparent inconsistency 
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of the hyperglycemia, globin insulin was discontinued 
and regular insulin employed exclusively. 

The patient was discharged at the end of a 2-week 
hospital stay. At this time the blood pressure was 
124/82; urinalysis findings were negative; blood 
sugar, 140 mgm. per cent; plasma protein, 6.7 mgm. 
per cent. The daily regular insulin requirements were 
varying between 40 and 80 units. Except for a pulse 
rate of 118, which had persisted for 24 hours following 
admission, the temperature, pulse, and respiration 
curves had remained relatively level and normal 
throughout the hospital stay. 

The patient was again seen 4 days following her 
discharge from the hospital, when the blood pressure 
was 150/100; albumin 3 plus; and the weight gain, 5 
pounds. In spite of these findings, she was completely 
asymptomatic—‘“feeling wonderful.” Because of this 
and the patient’s profound desire to bear a child, the 
pregnancy was not interrupted. 

The therapy for the remainder of the pregnancy 
included a high-protein diet with amino acid sup- 
plements. Large doses of parenteral crude liver were 
taken at home, as were magnesium sulfate, mannitol 
hexanitrate, urinary antiseptics, and antibiotics. The 
patient was carried through an asymptomatic, hyper- 
tensive pregnancy, showing albuminuria of varying 
degree throughout the entire period. 

The patient was readmitted to the hospital May 
18, 1948, in the thirty-fourth week of her pregnancy, 
showing mild edema of 2 weeks’ duration, a blood 
pressure reading of 164/110, and a fasting blood sugar 
of 64 mgm. per cent, with acetone and diacetic acid 
positive. The latter two findings were characteristic 
of the unpredictability and instability of her diabetes. 

The diagnosis at this time was pregnancy in the 
last trimester with hydramnios, diabetes mellitus, hy- 
pertension, albuminuria, acidosis, chronic pyonephritis, 
and aortitis. Because of these complicating factors, 
cesarean section was chosen for the mode of delivery. 

The following 2 weeks were spent in preparing 
the patient for section and in correcting, as far as 
possible, the complications. The blood count, as at all 
times previously, was considered quite satisfactory. 
The blood chemistry findings were as follows: non- 
protein nitrogen, 50.5; uric acid, 4.65; chlorides, 
410; total protein, 6.85; albumin, 3.50; globulin, 
3.00, and albumin-globulin ratio, 1:1.16. The urinaly- 
sis findings were: albumin, 2 plus; sugar, 2 plus; 
diacetic acid, positive, and acetone, positive. The urine 
culture was found to be negative. 

Treatment at this time was essentially the same 
as outlined at the previous admission. In order to 
control the acidosis now, however, intravenous 1/6 
molar sodium lactate was necessary. Marked improve- 
ment in the patient’s condition occurred, although 
there was absolutely no consistency in the blood sugar 
levels and the insulin requirements from day to day. 

June 1, 26 days prior to the expected date of 
confinement, she was delivered by modified Beck sec- 
tion, of a viable 8 pound 2 ounce female infant. A 
double tubal ligation was performed at the time of 
section. The infant progressed normally on glucose 
therapy (blood sugar, by microdetermination, 22 mgm. 
per cent, at the sixth hour after birth) and was dis- 
charged in satisfactory condition with the mother on 
June 20. 

The mother’s postpartum course was relatively 
smooth but showed a marked increase and extreme 
variability in insulin requirements. Repeated attempts 


at insulin standardization postpartum were unsuccess- 
ful, the daily requirements varying between 60 and 
120 units. Since the factor responsible for this vari- 
ance had not been detected, the patient was referred 
to a university hospital. Standardization there was 
also unsuccessful so that it was necessary to main- 
tain her on regular insulin. Spontaneously within the 
next 6 months the requirements for daily insulin 
dropped and remained at approximately 40 units, at 
which time she was changed to globin insulin. 


The patient was seen again July 18, 1949, 13 
months following delivery. A diagnosis, made else- 
where, revealed that pregnancy had occurred despite 
doubly-ligated tubes. She was apparently in the early 
part of the last trimester, suffering from dependent 
edema and headaches. The blood pressure was 180/124. 
Urine findings were albumin, 4 plus; sugar, 4 plus; 
diacetic acid, positive ; acetone, positive ; hyaline casts, 
present ; granular casts, present. Blood chemistry find- 
ings were nonprotein nitrogen, 42; sugar, 175; total 
protein, 6.30; cholesterol, 334.9; cholesterol esters, 
119.0. 

The vaginal smear showed a mild imbalance in 
the sex hormones at this time. Substitutional hormone 
therapy was initiated during a stay in the hospital. 
Routine care was essentially the same as on her first 
admission to the obstetrical service except that, physi- 
cally, the age of this 21-year-old woman was far above 
that of her first pregnancy. One singular difference, 
however, during this hospital stay was that her insulin 
requirements remained steady, possibly due to the 
addition of hormonal therapy in her regime. Despite 
vigorous attempts to decrease the blood pressure, it 
was sustained at 180/120. Symptomatically, however, 
she greatly improved under treatment and the edema 
subsided. On the tenth day she was discharged. 

The patient was readmitted 4 weeks later in her 
thirty-fourth week, with a blood pressure of 200/140. 
The urinalysis showed albumin, 4 plus; sugar, trace ; 
acetone, positive; and diacetic acid, negative (this 
abnormal finding was thought to be the result of 
salicylate medication). Microscopic examination of the 
urine was essentially negative except for hyaline and 
granular casts. Blood findings were sugar, 108; non- 
protein nitrogen, 41; uric acid, 1.95; albumin-globulin 
ratio, 1.63:1; total protein, 6.10; thymol turbidity, 
trace; and Hanger’s flocculation, trace. 

The third day following admission infrequent, 
irregular uterine contractions started. Stilbestrol dosage 
was markedly decreased. The contractions became less 
frequent until the night of her fifth hospital day when 
true hard labor started with rupture of the membranes. 
Emergency preparations were made and cesarean sec- 
tion was performed immediately, approximately 5 
weeks prior to the expected date of confinement. A 
normal, viable 6 pound 6 ounce male infant was de- 
livered. A bilateral salpingectomy was performed. The 
silk ligatures from the previous surgery were still 
intact. 

Postpartum convalescence was nonmorbid and 
uneventful. Chloromycetin and penicillin were given 
prophylactically. The patient was discharged with her 
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baby on the seventh postpartum day. The nephritic 
picture remained essentially unchanged but the diabetic 
control presented no problem, following this, her sec- 
ond, delivery. 

It is possible that this case demonstrates to a 
limited degree the difference that can be made by 
substitutional hormone therapy in the management of 
diabetic pregnancies. During the first pregnancy no 
imbalance could be demonstrated and in the second 
gestation only relatively mild deficiency. This patient 
presented a much poorer risk for the second preg- 
nancy, yet in general she progressed in a much more 
satisfactory manner. Hormonal supplement was the 
only major change in the treatment during her two 
pregnancies and perhaps had it been used empirically, 
in somewhat smaller dosage, during the first gestation, 
control of the diabetes might have been possible. 


SUMMARY AND CONCLUSIONS 


The diabetic woman can be given a rather hopeful 
outlook today because of the greatly enhanced potential 
for relatively normal childbearing under proper man- 
agement. 

The diabetic obstetrical patient must be considered 
to be an aged individual with respect to nearly all 
systems and must be treated as such. 


Next to insulin in the management of diabetic 
pregnancies, the maintenance of a proper balance in 
the estrin and progestin levels is most important in 
reducing maternal and infant mortality. 

Fetal salvage is tremendously increased by early 
delivery, proper substitutional hormone therapy, and 
prevention of hypoglycemic states in the neonatal 
period. 

Cesarean section, though it should never be con- 
sidered routine, produces the lowest fetal and maternal 
mortality rates. 


Two questions have rather intrigued me in dealing 
with diabetic pregnancies. For one, is there possibly 
a close correlation between diabetes and the toxic 
states of pregnancy? Protein and certain of the amino 
acids are used with great success in the treatment of 
toxemias, as is insulin in some instances. Insulin, the 
specific for diabetes, is a protein composed of nine 
amino acids. The treatment of these individual disorders 
is in some respects very similar. Toxemia frequently 
complicates the diabetic pregnancy. 

The second question concerns one possible factor, 
apparently overlooked in the search for the etiology 
of diabetes, namely, the exhaustion of the beta cells 
of the fetal pancreas in their attempt to compensate 
for the deficiency in the maternal organism, thus giv- 
ing rise to a hypertrophied and overactive pancreas at 
birth, which in later life finds itself unable to carry 
on the full functions necessary to prevent diabetes. 
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Endometriosis, also called endometrioma, especially 
by pathologists, has been described by Sampson’ as the 
presence of ectopic tissue which possesses the histologi- 
cal structure and function of the uterine mucosa. His 
brilliant work, combining as it did both laboratory 
and clinical knowledge and investigation, explained the 
origin of this aberrant endometrial tissue and made 
understandable its growth and development in its new 
location. Furthermore, it forms the basis of rational 
understanding of the continued development of ectopic 
gestations of the tubes, the ovaries, and the abdominal 
cavity. It is certainly reasonable that the more like 
endometrial tissue an ectopic site is, the more likely 
is fetal tissue to attach itself and develop. The physi- 
cal environment of the growing fetus limits its develop- 
ment and ushers in an obstetrical or gynecological 
emergency. 


The behavior of ectopic endometrial tissue was 
studied by the experimental work of Markee? and 
others. Markee was able to successfully transplant 
uterine endometrial tissue to the anterior chamber of 
a monkey’s eye and to observe there the bleeding such 
as occurs during normal menses of the animal. There, 
bleeding preceeded by several hours the appearance of 
blood in the vagina. Premenstrual engorgement and 
bleeding would adequately explain the premenstrual 
pain of the woman with abdominal endometriosis. To 
note the effect of external or artificial stimulation, 
Markee and Berg® injected varying amounts of estro- 
genic substances which produced marked dilatation of 
the vessels of the transplant. This latter work is sig- 


nificant clinically, especially in view of the rather in- 
discriminate use today of estrogenic substances, both 
by injection and orally. A sense of safety is shared by 
the patient and her doctor; they feel that no harm can 
come through the use of a substance naturally secreted 
by an ovary. 


Endometriosis 


ALBERT F. KULL, D.O. 
South Bend., Ind. 


Endometriosis also includes the abnormal condi- 
tions which may result not only from the invasion of 
organs and other structures by endometrial tissue but 
also from its relation to menstruation. It is extremely 
interesting to study the disease for it is the only in- 
stance where benign tissue has the power to invade sur- 
rounding tissues and to transplant itself to distant 
structures within the abdomen and there set up metas- 
tatic islands in the same manner as malignancies. 


The disease occurs in the upper economic strata of 
society, being common in private practice and rare in 
charity wards. It is estimated that 10 per cent to 15 
per cent of all abdominal laparotomies are done for 
this disease. The prevalence of closed tubes in the 
lower strata due to more common occurrence of severe 
salpingitis probably is the greatest single factor in the 
low incidence of endometriosis in this group. In more 
fortunate groups, less venereal disease or earlier and 
more effective treatment results in fewer closed tubes 
and consequently more opportunity for dissemination 
of uterine tissue. 

Endometriosis is commonly divided into internal, 
which invades the uterine musculature from within, 
and external, which invades the serosa of the uterus 
from without as well as the other tissues of the ab- 
dominal cavity. Endometrial implants have been re- 
ported in the thigh and forearm but these are rarities. 
Curtis* reports an appendix removed by him from a 
three months pregnant woman. A diagnosis of preg- 
nancy was made by the pathologist without a case his- 
tory because of endometrial tissue with a typical deci- 
dual reaction deeply buried in the wall of the appendix. 


INTERNAL ENDOMETRIOSIS 


Internal endometriosis, or adenomyosis, was ¢s- 
tablished as a pathological entity in 1896 by Von Reck- 
linghausen’s monograph. Cullen, between 1897 and 


ENDOMETRIOSIS—KULL 


1908, reported 92 cases of what he called “adenomy- 
oma” of the uterus.’ Yet at the present time, although 
relatively frequent in occurrence, it is unknown to 
many physicians and unappreciated by many others. 
Thorek* comments that many general and gynecologic 
surgeons do not consider endometriosis in a differential 
diagnosis of female pelvic disorders and do not even 
recognize the lesions or their effects when confronted 
by them at the operating table. 


Four types of adenomyosis are encountered.® They 
are: 


1. Diffuse Adenomyosis—The uterus presents a 
uniform, firm enlargement. The walls are thickened 
and firm. Microscopically, the musculature is actually 
increased but musculature grows in whorls instead of 
the regular muscle pattern of the uterine myometrium. 


2. Localized Adenomyosis.—This type is the same 
as diffuse except that changes are localized. 


3. Submucous Proliferations.—This type may 
cause uterine polypoid adenomas. 


4. Circumscribed Adenomyomas.—These tumors 
are encapsulated like ordinary myomas and present the 
same marked uterine distortion. Microscopically, they 
are seen to contain glandular elements in contrast to 
fibroids which contain fibrous and muscle tissue only. 


Menorrhagia and dysmenorrhea starting in a 
woman in the menopausal period, especially if periods 
in earlier years have been relatively trouble-free, are 
almost pathognomonic of the disease. Pain is sharp 
and often not relieved by flow and it may get worse 
with each succeeding period. It is thought that the 
pain may be due to inadequate drainage of deep-seated 
endometrial plants and subsequent muscle tension, al- 
though total menstrual flow is excessive. With the 
above symptoms and the finding of an enlarged painful 
uterus, adenomyosis must be suspected. 


Spatt,” reviewing 52 cases of adenomyosis which 
had been subjected to careful study, found that 15 to 
30 per cent of all cases involved the uterine wall and 
that the disease occurred most often in the 5th decade 
of life, a period when endometrial hyperplasia is most 
common. In this series, metromenorrhagia was the 
most common complaint and dysmenorrhea the next 
most common. Spatt suggests a relationship to fibroids 
which as yet cannot be established. Academically, 
fibroids are to be distinguished from internal endo- 
metriosis. Clinically, it makes little difference since 
the treatment of choice is hysterectomy in both cases. 


EXTERNAL ENDOMETRIOSIS 


External endometriosis, also called ectopic endo- 
metrium, was reported late in the nineteenth century by 
Pfannenstiel and Russell, and in 1909 by Meyer and 
others but it remained for Cullen to publish in 1919 a 
monograph in which he described endometrial tissue 
occurring in the uterus, ovaries, pelvic ligaments, recto- 
vaginal septum, umbilicus, sigmoid, appendix, and site 
of old abdominal scars.° 


In 1921, Sampson first reported perforating hem- 
orrhagic cysts of the ovary. Since then, numerous pa- 
pers have appeared. Clinicians have been interested in 
symptoms, diagnosis, and treatment and pathologists in 
the histogenesis of the disease. 


The ovary is the most frequently involved organ ; 
next in order is the serosal surface of the uterus. 
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These two organs alone are involved in more than 70 
per cent of all cases. The lesions vary from pinhead 
size to 6 inches or more in diameter. The smaller lesions 
are brownish-black in color and cause a puckered ap- 
pearance of ovary or bowel at the site of implant while 
the larger cysts may be dull white and thick walled in 
appearance, or they may thin out under pressure and 
present the oft described chocolate cyst. 


These cysts fill up with blood from their endo- 
metrial elements and rupture from the pressure. Ad- 
hesions form about the cysts and in areas soiled by 
their contents. Following rupture, the cyst seals itself 
up and the whole process begins anew. The dissemi- 
nated chocolate contents containing bits of ectopic 
endometrial tissue set up secondary islands of endo- 
metrial elements. Because of this process, the disease 
is markedly progressive. Secondary growths have all 
the characteristics of the original, but function to a 
lesser degree. However, because of the almost endless 
process, the clinical course becomes more severe. One 
must not forget that a hemorrhagic corpus luteum cyst 
or other ovarian cyst may present a similar picture and 
be classified by appearance into the chocolate variety. 


When the uterus is involved, the cysts are small, 
but if they are spread out over the anterior surface and 
over the bladder area, they may actually penetrate the 
bladder wall and appear in the mucosa of the bladder 
where they may be seen at cystoscopy. 


O’Conor and Greenhill,® in 1945, collected a total 
of 58 cases of bladder endometriosis, 35 of which had 
been subjected to pelvic laparotomy before discovery 
of the bladder lesions. Some of these tumors were 
palpable on vaginal examination. Pressure upon them 
caused immediate return of patient’s complaint. Sub- 
jective symptoms were variable. The most constant 
was a discomfort in the vesicovaginal region. In some 
cases voiding relieved pain, in others it had no effect. 
Dysuria, frequency and urgency were constant. Gross 
hematuria, strangely enough, was not constant nor was 
the pain always cyclic in nature. 


Microscopic hematuria is rather constant, but may 
occur only at menses. Therefore, cystoscopic examina- 
tion of the bladder should be done at different intervals 
during the menstrual cycle to evaluate the growth. 
Cystoscopically, the tumor may present the character- 
istic blue-black appearance or may resemble inflamma- 
tory change or carcinoma. Pelouze® points out that 
these ectopic growths occur only in that portion of the 
bladder that is invested with the peritoneum, that is, 
the upper posterior wall and apex. Pratt,?® on the other 
hand, describes lesions which, while they do not invade 
the bladder proper and cannot be seen by cystoscopy, 
do block the ureters extrinsically. Biopsy may or may 
not be conclusive, because of inadequate tissue. How- 
ever, most of these tumors do enlarge during menses 
and regress in the interval. Fulguration of these tumors 
is generally unsuccessful. Treatment must be directe« 
to the ovarian tissues. 


Implants may penetrate or even perforate the 
bowel, especially the sigmoid colon, and cause bloody 
stools. They may occlude the bowel to such an extent 
that the condition is difficult to differentiate clinically 
from carcinoma of the rectum. 


McGuff and his co-workers" reviewed endome- 
triosis as a cause of actual intestinal obstruction. Nu- 
merous cases were analyzed and reported from 199 
to the present time. In this series cramping abdominal 
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pain was characteristic, nausea and emesis occurred, 
and abdominal distention and severe constipation were 
prominent. In some early cases, there was complaint of 
intermittent constipation, worse at menstrual time. 
Grossly bloody stools were reported infrequently. 


Some bowel lesions produced the obstruction by 
an annular infiltration with concentric narrowing of the 
lumen. The area of infiltration varied in location from 
the ileum to the rectum. Some obstructions were due to 
angulation of the bowel by extensive adhesions and 
some to submucosal polypoid formation. The bowel 
in some instances was narrowed to 5 millimeters. 

Microscopically, these lesions showed endometrial 
architecture complete with glandular elements and dem- 
onstrating all phases of menstrual cycle. They con- 
tained an excess of collagenous fibrils and fibroblasts. 

Areas of involvement most often occurred in the 
small bowel in young women and in the colon, espe- 
cially the sigmoid, in older women. With small bowel 
involvement fertility was present and fewer operations 
had been done than in the other group. 

Endometrial growth may occur in the umbilicus 
and be visible as a bluish discoloration through the skin. 
Growths may penetrate the peritoneum and fascia of 
the abdominal wall. The scars of previous surgery on 
the pelvic organs may be a site of extensive endometrial 
growth. 

Histologically, endometriosis may present a variety 
of patterns. In the smaller cysts, the glandular ele- 
ments and typical uterine stroma may be identified. In 
the larger cysts, pressure may destroy tissue so as to 
make it unidentifiable and the diagnosis must be estab- 
lished by other implants. In smooth muscles, the im- 
plants stimulate muscle cells and proliferative whorls 
appear about the implants. 


THEORIES OF 


1. The Embryonic Theory.—This theory, the old- 
est of all, is based on the fact that the epithelium of the 
pelvic peritoneum, fallopian tubes, uterus and germinal 
layer of the ovary have a common origin, the celomic 
epithelium, and is therefore capable when properly 
stimulated of developing latent glandular elements sim- 
ilar to each other and to the uterine mucosa. At present, 
this theory has few adherents. 


2. The Metaplasia Theory.—This theory holds that 
the peritoneum itself is stimulated to form endometrial- 
like glands. This conversion is thought to be brought 
about by inflammatory changes occurring at the site. 
This stimulation, according to this concept, converts 
germinal epithelium into cylindrical epithelium simu- 
lating the uterine mucosa. This theory has its adherents, 
but the weight of clinical and experimental evidence is 
against it. 

3. Sampson’s Theory.—This most widely known 
and accepted theory postulates the escape from the 
uterus of endometrial cells through the fallopian tubes 
into the abdominal cavity. Naturally, retroversion of 
the uterus favors this dissemination due to incomplete 
or poor drainage of menstrual debris from the cavity 
of the uterus. In order to accomplish this spread, tubes 
must be patent. These conditions are uniformly true, 
for as Curtis‘ points out, there is no disputing the fact 
that in cases going to surgery, the tubes are invariably 
patent and the uterus almost always is retroverted. 
Dissemination may occur during curettage of a uterus, 
especially if it is retroflexed and retroverted. Even 
dilation of the cervical os may, by plunger-like action, 
force debris out of the tubes into the abdominal cavity. 
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Forceful manipulation of the fundus of the uterus, 
especially at menses or immediately afterward, may 
disseminate uterine debris. The Rubin test or similar 
maneuvers for the diagnosis or correction of sealed 
fallopian tubes with the retrograde injection of air, 
oil, or other substances may have direct bearing on the 
increasing incidence of endometriosis. 

Sampson,** Curtist and others have deliberately 
operated patients during menses and observed the retro- 
grade flow of menstrual debris. Retroversion of the 
uterus augments this flow and stenosis of the cervical 
canal causes greater retrograde flow. This latter fact 
may further explain the high incidence of the disease 
in the higher economic strata since in those groups, 
late marriage and later childbearing are the rule and the 
fibrosing of the cervix without benefit of cervical dila- 
tation by early childbearing favors obstruction of nor- 
mal menstrual channels. 

Kelly and Schlademan” state that it is evident that 
manipulation or trauma of pelvic organs at operation 
can be direct etiologic factors in the spread of endo- 
metriosis. Sampson’ also reported endometriomata in 
abdominal scars following operations on the pregnant 
uterus, especially hysterotomy early in pregnancy, and 
at the site of tubal amputation in salpingectomy. 


SYMPTOMATOLOGY 


External endometriosis is a disease of menstrual 
life most often occurring between the ages of 25 to 45. 
Pain is the most constant symptom. The nature of the 
pain depends upon the degree of involvement and, of 
course, upon its location. Lower abdominal pain is the 
most constant complaint. It may be unilateral or bilat- 
eral and, if bilateral, it is usually more marked on one 
side than the other. It is most severe premenstrually or 
menstrually and leaves a residual soreness. Kelly and 
Schlademan,” reviewing a series of 179 cases, empha- 
size that menstrual distress, formerly moderate or ab- 
sent and becoming progressively worse in a woman 
near menopause, is pathognomonic of the disease. The 
pain is cutting or knife-like in character. Pain may be 
so prolonged that there may be few days throughout 
the cycle that the patient is completely relieved. 

Judovich and Bates™ state that sacral backache 
may be the cardinal symptom of endometriosis. They 
report 3 cases with constant pain and cyclic exacerba- 
tions. All had temperatures elevated above normal dur- 
ing the menstrual period. Pain radiation was extensive ; 
it spread into the lumbar spine with excruciating pain 
on flexion or extension, simulating ruptured interver- 
tebral disk injury. These patients all had nodular infil- 
tration of the rectovaginal septum or posterior rectal 
wall and the pain could be immediately aggravated by 
pressure upon these nodules. Castration gave dramatic 
relief. 

In view of the above cited cases with well-estab- 
lished reflexes in the lumbar and sacral areas, is it not 
a reasonable concept that osteopathic lesions of this 
area can by somatico-visceral reflex cause a change in 
the physiology of the pelvic viscera in this disease as 
in others? 

A surprising feature of endometriosis is the fre- 
quent occurrence of pathological conditions associated 
with the lesions. In Kelly and Schlademan’s™ series, 
displacement of the uterus occurred in 80 per cent and 
fibromyoma in 49.4 per cent of all cases. Chronic sal- 
pingitis and pelvic adhesions were present in varying 
degrees. Cysts of the ovary complicated many cases; 
follicular cysts, hemorrhagic cysts, and corpus luteum 
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cysts occurred in that order. Unfortunately, uterine 
displacements, fibroids, pelvic adhesions, ovarian cysts, 
ectopic pregnancies, psychoneurosis, appendicitis, car- 
cinoma of the genital tract or other organs of the pelvis 
may all masquerade as the cause of pelvic and/or sacral 
pain and. when present along with endometriosis, lead 
to a low diagnostic index of the pain-producing disease. 


Excessive menstrual flow is due to the increased 
amount of endometrial tissue or to the involvement of 
ovarian tissues with resultant increase of ovarian activ- 
ity. Intermenstrual passage of dark blood in a non- 
pregnant female may arise from a ruptured chocolate 
cyst which has drained into normal menstrual channels. 


Sterility is a common complaint and yet R. B. 
Scott,’ reviewing endometriosis complicating preg- 
nancy, reports numerous cases of pregnancies advanc- 
ing to term but with complications in most instances. 

External endometriosis most often involves the 
uterine and ovarian areas. Here it may mimic threat- 
ened or inevitable abortion. Five cases of uterine rup- 
ture near term were reported and in each instance 
internal endometriosis was found in the areas of rup- 
ture. Cases of pregnancy going to term have been 
recorded in the presence of wide spread endometriosis, 
but these are rare instances. Dyspareunia is a complaint 
in about 10 per cent of all cases and this must be con- 
sidered as a factor in the reported sterility. 


DIAGNOSIS 


Diagnosis before surgical exploration may be diffi- 
cult or impossible. If an implant occurs beneath the 
umbilicus, an old abdominal scar, in the vaginal vault, 
or in the rectum, diagnosis may be established with 
certainty. The finding of a frozen pelvis or fixed uterus 
in the absence of old gonorrheal infection, pelvic 
abscess, or puerperal infection is strongly suggestive. 
Shotty induration about a retroverted uterus or utero- 
sacral ligament may establish the diagnosis but one 
must consider that pelvic tuberculosis gives the same 
shotty feel coupled with frozen pelvis and fixed uterus 
with sterility and occurs most often in the same age 
group. 

Endometriosis involving the rectovaginal septum 
or sigmoid may simulate rectal carcinoma. However, 
the latter occurs most often after menopause. Biopsy 
may be needed for differentiation. Cattell and Colcock”® 
report a case in a patient, aged 38, subjected to surgery 
for gastrointestinal complaint in which a palliative 
cecostomy was performed and a diagnosis of carci- 
noma of the sigmoid was given. Six weeks later, the 
patient was reoperated and a diagnosis of endometriosis 
made. A block removal of rectosigmoid, rectum, uterus, 
ovaries, and tubes was performed. Complete recovery 
followed and when last seen, 6 years after surgery, the 
patient was enjoying perfect health. 


TREATMENT 


Treatment of endometriosis involves the problems 
of physical relief, pathological eradication, and psychic 
shock to the patient. Published reports show unques- 
tionably that the more radical the pelvic surgery, the 
greater the relief. Yet the psychic shock of radical sur- 
gery producing menopause in a woman 25 years old or 
even older may be so great that surgical success be- 
comes an empty victory.° 

Hirst,"* in 1943, reported the successful treatment 
of two cases by use of testosterone propionate. Later, 
he treated 14 cases for periods up to 3 years, but with 
masculinizing effects of enlarged clitoris, hoarseness, 
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and hirsutism. Doses of 200-300 mg. given hypoder- 
mically for 1 month were followed by 300-400 mg. by 
mouth for a monthly maintenance dose. 


The patient must be prepared mentally for radical 
surgery if it becomes necessary. Conservation of some 
ovarian tissue may allow a sufficient regression of the 
disease to afford relief at the time and radiation therapy 
may be used for recurrences. The treatment of choice 
is bilateral oophorectomy which will usually cause im- 
mediate and progressive regression of disease. How 
ever, as O’Conor and Greenhill® point out, occasionally 
castration will not halt the disease. Lesions may be so 
well established that they continue to function inde- 
pendently of ovarian control. Furthermore, aberran‘ 
ovarian tissue may supply adequate stimulation to con- 
tinue the disease, or in some cases other endocrin« 
glands may take on ovarian function. If the uterus is 
involved, especially with the internal type, hysterec 
tomy should be performed. Lesions of bladder and 
bowel will generally atrophy when ovarian stimulation 
has been eliminated. If bladder lesions persist after 
radical surgery, excision of part of the bladder wal! 
may be necessary to prevent progressive involvement 
with ultimate obstruction of the ureters. Primary endo- 
metriosis of the ureters has been reported but is ex- 
tremely rare. The actual incidence is not known, but 
this may be due in part to missed diagnosis. 


It is far better to do an abdominal exploratory 
operation and attempt a removal as required than to 
irradiate the ovaries blindly in the hope that steriliza- 
tion alone will relieve mechanical obstructions to other 
viscera. 


CASE HISTORY 


A 39-year-old, unmarried female entered the South 
Bend Osteopathic Hospital on January 10, 1949, with 
the complaint of lower abdominal pain bilaterally, 
severe and progressive dysmenorrhea, nausea, emesis, 
and severe constipation with pain on defecation. Symp- 
toms were intensified after eating. Onset was 1 year 
previous. The patient stated that she felt sore through- 
out the entire abdomen and complained of feverishness 
and abdominal distention. She was menstruating on 
admission and stated that after profuse menstruation 
she usually felt better. She had an appendectomy in 
1931, right salpingo-oophorectomy and suspension in 
1934, and resection of two-thirds of the left ovary in 
1947. The family history was not significant. Menses 
began at the age of 15 with a duration of 4 to 5 days 
and a 28-day cycle. About 3 months ago, the patient 
had a 30-day menstrual flow, relief for 1 week, and 
then a return of menstruation. The patient has always 
complained of a weak stomach with much flatulence. 


Physical examination revealed a white female, age 
39, weight 120, height 5 feet 3 inches, ambulatory, but 
apparently suffering intense abdominal pain. The abdo- 
men was markedly distended, simulating intestinal ob- 
struction. There were mid-line scars of previous sur- 
gery and pain and tenderness general throughout, more 
acute on the right lower quadrant. Slight rebound ten- 
derness was present. Peristaltic movement was audible. 
There was also some flank pain. Blood pressure was 
120/90, pulse 120, respiration 32. Heart and lungs 
examination revealed no abnormalities. 

Vaginal examination revealed a retroverted, retro- 
flexed uterus, tightly bound down to the posterior pel- 
vic wall. The uterus itself was nodular throughout. It 
was not possible to differentiate the adnexa. Acute pain 
was produced by any movement of the cervix. 
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The blood count on January 13, 1949 showed 
2,650,000 erythrocytes and 4,000 leukocytes. Hemo- 
globin was 52 per cent. There was a pronounced shift 
to the left in differential blood count. The patient re- 
ceived numerous transfusions in succeeding days and 
on January 15, 1949, blood examination showed 
3,590,000 erythrocytes with 80 per cent hemoglobin and 
normal distribution of leukocytes. Results of urine 
studies were negative. 


The patient was taken to surgery January 17, 
1949, and a dense mass of adhesions involving the 
cecum, transverse colon, sigmoid, and ileum was en- 
countered. A large ovarian cyst about 9 cm. in diameter 
was found in the left fornix and was removed. A nod- 
ular uterus, found securely anchored to the posterior 
peritoneum, was freed and a supravaginal hysterectomy 
performed. 


There were numerous, small, tarry cysts which 
were surrounded by typical puckered tissue. Several 
of these involved the sigmoid colon. : 


Following surgery, the family volunteered the in- 
formation that the patient had been advised to have a 
radical removal of uterus and ovaries at surgery 2 
years previously but had refused and a lesser procedure 
was performed. This was obviously a serious error in 
judgment on the part of the patient. Following the 
previous surgery, the surgeon made an equally serious 
error by placing the patient on large doses of oral 
estrogens “to control any hot flashes she might have.” 
There is no doubt that the stimulation of this medica- 
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tion was largely responsible for the persistence, or even 
aggravation, of the symptoms. This patient was nearly 
at the end of menstrual life and with only a part of one 
ovary, might have had so little ovarian activity that 
natural regression of the disease might have occurred. 


When last seen, 60 days following surgery, the 
patient was having normal bowel movements with no 
pain. There was little residual abdominal tenderness 
and no real pain. 


SUMMARY 


Endometriosis is a disease occurring only during 
the menstrual life of the female. It may be divided into 
the internal form usually occurring in women approach- 
ing the menopause and the external type usually oc- 
curring in young women. 


It is estimated that 10 to 15 per cent of all pelvic 
surgery is performed for this disease or its compli- 
cations. 


The etiology of endometriosis is not proved but 
most evidence points to origin in the uterus with dis- 
semination by direct extension or by venous and lym- 
phatic channels or by way of the fallopian tubes. 

Endocrine, x-ray, and radium therapy have been 
used, but all evidence points to radical surgery as most 
effective in preventing recurrences and complications. 

A typical case, recently operated upon, has been 
presented. 
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Current Medical Literature 


SURGICAL EMERGENCIES IN GYNECOLOGY AND 
OBSTETRICS 

Advocating that general surgeons and gynecologists be- 
come more familiar with conditions relatively infrequently 
encountered, Newell W. Philpott, M.D., presents figures to 
indicate that pregnancy does not exclude obstetrical patients 
from presenting acute surgical emergencies in the May, 1950, 
issue of Surgery, Gynecology and Obstetrics. 


Among 3,707 admissions in 1947 and 1948 at the gyneco- 
logical service of the Royal Victoria Montreal Maternity Hos- 
pital, 56 cases were diagnosed partially or totally incorrectly, 
the gynecological lesion being secondary to a more important 
surgical lesion. Adequate preoperative investigation resulted 
in the proper diagnosis for 49 cases. Philpott acknowledges 
that 7 needed more complete preoperative investigation or the 
application of better surgical judgment. 


The true diagnosis came during or after the operation, 
2 being ruptured appendices with the expectation at operation 
of finding a twisted ovarian cyst and tubal pregnancy; 1 
being a ruptured diverticulum of the sigmoid with subsequent 
fecal fistula, there being a posterior colpotomy performed for 
drainage of a pelvic abscess thought to have a tubal origin; 
2 having cancer of the sigmoid but operated upon for ovarian 
neoplasm and endometriosis; 4 admitted for myomectomy, 2 
of whom were found at surgery to have carcinomatous nodules 
in the breast which were handled immediately, and 2 of whom 
postoperatively revealed breast nodules which proved cancerous 
and which could have been managed better had the condition 
been properly diagnosed before surgery. 


Uterine fibromas and ovarian cysts complicate pregnancy, 
the former occurring much more frequently according to 
Philpott’s studies. 


Myomectomy should not be considered during pregnancy 
except in the presence of acute pain, vomiting, or fever. 
Sedation by morphine and bed rest relieve pain and help to 
prevent other attacks. Philpott recommends delivery per 
vaginam, if the birth canal has not been obstructed by the 
fibroids. Larger fibroids can best be removed toward the end 
of term during a cesarean operation. If there is no delaying 
the myomectomy, most authorities advise the operation be 
performed after the ninetieth day. Subsequent delivery is 
cesarean if the fibroids were intramural and per vaginam if 
they were subserous or pedunculated. 

Complications from twisted pedicle, circulatory impair- 
ment, and obstruction to labor occur when ovarian cysts are 
as large as 6 cm. in diameter. Diagnosis can be accurate 
during the first 3 months of pregnancy; later the cysts are 
confused with uterine fibroids. X-ray examination in the 
early stages reveals a radio-opaque material in 50 per cent 
of these cysts occurring in pregnancy. Oophorectomy is ad- 
vised. Abortion after 90 days of pregnancy is unlikely. If 
there is evidence that the corpus luteum was removed, Philpott 
suggests intramuscular administration of no less than 50 mg. 
of progesterone per day with diethylstilbestrol orally. Deliv- 
ery by cesarean at term usually is indicated. 


BREAST FEEDING 


Among the practical suggestions Ernest H. Watson, M.D., 
and Vernon L. Boersma, M.D., made in the American Practi- 
tioner and Digest of Treatment, April, 1950, is that the mother 
be properly prepared to expect temporary diminution of her 
supply of milk for the first few days after leaving the hospital. 
She should be trained to anticipate the newly transplanted 
infant’s crying as a normal protest so that her increased 
responsibilities. and efforts and her tendency to neglect proper 
food and water intake will not be augmented by her worries 
about the baby. These three factors are more than sufficient 
to explain the too frequent, unnecessary loss of breast feeding. 


The occasional use of a relief bottle of formula has 
much to recommend it. In addition to the obvious convenience 
to the mother and the beneficial effects if she can rest while 
someone else gives the 2:00 a.m. feeding until the early 
morning feeding can be eliminated, the baby also thus can 
be weaned more easily. Should mother or child be ill, the 
baby can be handled more easily than one to whom the bottle 
is strange. Once cow’s milk is used, it is advisable to continue 
occasional feedings to minimize the possible development of 
allergy. With a familial history of allergy, prelacteal feedings 
are to be avoided. 

The authors present figures on weight gains in breast 
fed and bottle fed infants. They believe in weaning the infani 
between 3 and 4 months after birth, since after the 4-month 
period, babies gain weight more rapidly on formula. They 
claim that the metabolic drain on the mother after this time 
is not warranted, since the advantages of breast feeding t 
the baby are already consolidated. Superior gastrointestina! 
function is established. The period when antisepsis must be 
most meticulous when it likewise is most burdensome to the 
mother has passed. The emotional security has been imparted 
to the child, and the mother through nursing her baby has 
completed her psychologic maturation process. 

Some attention should be given to explaining the advan 
tages of breast feeding to the mother in such a way that shx 
is willing and eager to do what is best for the child. I) 
failure to breast feed ensues, she should not suffer emotionally 
since the baby’s development can progress normally wit! 
proper care. 


LIPID METABOLISM 


Recent contributions are reviewed by Harry J. Deuel, Jr., 
Ph. D., in California Medicine, April, 1950. Evidence is cited 
that absence in the diet of the unsaturated acids—linoleic, 
linolenic, and arachidonic—which have been acknowledged 
essential in cell metabolism for 20 years may cause infant 
eczema. Studies at the University of Southern California on 
pregnancy, lactation, and ability to work indicate that in rats 
a high fat diet produces superior performances. Samuels and 
his co-workers in Utah tested survival and working ability. 
Subsequent experiments on carbohydrate requirements of con- 
tracting diaphragms showed that diaphragms from fat-fed rats 
needed less carbohydrate to contract than diaphragms from 
carbohydrate-fed rats. The writer, Deuel, and his co-workers 
have conducted experiments that indicate identical values in 
growth, pregnancy, and lactation over successive generations 
result from either animal or vegetable fats. 

Swanson and his co-workers at Iowa State College re- 
cently have demonstrated interesting contributions of lipids to 
protein metabolism in the effects of 10 per cent of fat in a 
protein-free diet when calorie requirements had been main- 
tained at only 50 or 25 per cent, namely, a saving in nitrogen 
excretion far superior to the low fat diet. It would seem 
from experiments on growth that unsaturated acids serve 
some metabolic function other than the sole one that has 
been assigned heretofore, a source of calories. 

The traditional lipolytic theory to explain the mechanism 
of fat absorption has been challenged by Fraser’s newer con- 
cept on partition which may signify that there is a difference 
between the absorption mechanism for neutral fats and the 
constituent fatty acids, not dependent upon hydrolysis. 

Experiments of Meng and Freeman lead Deuel to predict 
that fat may come to be injected intravenously as a routine 
measure. 


Other investigations have confirmed the beta-oxidation 
theory and indicate that acetic acid molecules possibly could 
resynthesize into fat. 


Deuel reports also on the status of the theories of anti- 
ketogenesis and ketolysis, which are challenged by newer 
discoveries in connection with the citric acid cycle. It seems 
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possible that the oxidation of acetoacetate is accomplished by 
its incorporation into the citric acid cycle, in which case an 
early hypothesis of Breusch may be validated. 

Mention is made of the work of Lehninger in separating 
from rat liver a substance which will oxidize fatty acids if 
the im vitro state is reproduced. 

Another development concerns the ease with which choles- 
terol can be synthesized and studies of its destruction, excre- 
ion, and conversion, particularly the liver enzyme reaction. 
Marx and his collaborators at the University of Southern 
California see a relationship between prolonged hyperthyroid- 
sm with insufficient cholesterol and a suboptimum synthesis 
1£ adrenocortical hormones. Administration of excessive 
amounts of cholesterol restores this balance. The mechanism 
1as not yet been demonstrated adequately and experiments 
ontinue. 


LIFE SITUATIONS, EMOTIONS, AND PAROXYSMAL 
AURICULAR ARRHYTHMIAS 


Paroxysmal cardiac arrhythmias have been frequently 
thought to be related to emotional disturbances. In order to 
investigate this relationship, a detailed study was .made by 
C. H. Duncan, M.D., and others, of 26 unselected cases of 
paroxysmal arrhythmias, which they summarize in the Janu- 
ary-February, 1950, issue of Psychésomatic Medicine. In all 
instances, a detailed history was obtained, a complete physical 
examination was performed, and in addition, each patient had 
an electrocardiogram, x-ray of the chest, and other indicated 
tests for functional or structural heart disease or abnormality. 

Hostility was an outstanding feature of two-thirds of 
these patients. The inability to give adequate expression to 
hostile feelings was one of the more constant findings in this 
group. More frequently, the patient had a considerable degree 
of awareness of his hostile feelings, but sought to suppress 
them or ignore them because of the anxiety associated with 
their expression. 


Fourteen patients showed some degree of compulsive 
behavior. The manifestations varied from anxiety over untidi- 
ness to purposeless repetitive acts. 

Long-standing and pronounced anxiety was exhibited by 
eleven of the subjects. In some, the anxiety was diffuse and 
unattached. In others, the anxiety was attached to some par- 
ticular threat to their family, financial, or personal security, 
and not uncommonly, it ultimately became focused upon their 
hearts. 


Certain observations emerge from this study. Patients 
susceptible to cardiac arrhythmias are not persons engaged in 
heavy physical exertion, but rather, those whose attitudes 
and emotional states lead to frequent and prolonged mobiliza- 
tion of the heart. Cardiac mobilization occurs in situations of 
stress or threat which in primitive societies is met by activity 
of either an aggressive or withdrawing nature. In successfully 
adapted persons of our society, the threat is met not usually 
by physical action, but in a number of other symbolic and 
satisfying ways which rapidly restore the security of the 
individual. 

In other persons with greater degrees of anxiety, these 
outlets are not available. Tension mounts as anxiety and 
hostility accumulate. Cardiac mobilization persists and cul- 
minates frequently in a cardiac arrhythmia. However, the 
arrhythmia represents a failure of adaptation, since it is itself 
purposeless and often crippling to the individual. 

Antuony DiNotro, D.O. 


SPECIAL FEATURES OF PERSONALITY WHICH ARE 
COMMON TO CERTAIN PSYCHOSOMATIC DISORDERS 

Evidence derived from psychiatric interviews and a con- 
sideration of comparative responsiveness of patients to psycho- 
therapy has been assembled by Edwin F. Gildea, M.D., in the 
September-October, 1949, Psychosomatic Medicine, to support 
the hypothesis that certain patterns of personality malfunction 
are common to specific psychosomatic disorders. 

An attempt has been made to indicate some of the behavior 
patterns which are sufficiently clear cut to be susceptible to 
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rating on the basis of two or three psychiatric interviews, 
each of approximately 1 hour’s duration. 

The responsiveness of patients to psychotherapy of various 
kinds also has been utilized in evaluating the nature and 
intractableness of personality malfunction. 


On the basis of the author’s experience and a survey of 
the literature it has been concluded that psychotherapy of 
any kind, supportive, flexible, or psychoanalytic, has no sus- 
tained effect in arresting the progression of hypertension. The 
same seems to be true of the patients with rheumatoid arthritis 
and with ulcerative colitis. Patients with hyperthyroidism 
respond moderately well to supportive psychotherapy but 
present special resistance to attempts at psychoanalytic therapy. 
In contrast, most authors agree that a high percentage of 
patients with peptic ulcers are remarkably improved by psycho- 
therapy. The »vatients with coronary disease respond with 
arrest of symptoms relatively frequently to a simple variety 
of guidance and an authoritative type of psychotherapy. Bron- 
chial asthma also responds readily to either brief psychotherapy 
or psychoanalysis. 

L. Jonnson, D.O. 


EFFECTS OF DELTA 5 PREGNENOLONE IN RHEUMATOID 
ARTHRITIS 

Pregnenolone, which is obtained by an oxidation process 
from cholesterol, is similar in chemical structure and pharma- 
cologic properties to the physiologically important steroids 
of the human organism. It has been postulated that the adrenal 
cortex which is rich (in its resting state) in cholesterol esters 
converts cholesterol, on stimulation from the pituitary, to 
steroids via pregnenolone. This preparation is offered as a 
Cortisonelike substance which has the additional advantage 
of having no effect on carbohydrate and electrolyte imbalance. 
As ketosteroid excretion is diminished in chronic, debilitating 
diseases, including rheumatoid arthritis, pregnenolone was 
tried. 

A .series of 30 cases is reported with observations by 
Roland Davison, M.D., and others in the Archives of Internal 
Medicine, March, 1950. Care was taken to keep the investiga- 
tion objective, placebos and other means being used. Dosage 
of pregnenolone acetate varied from 50 to 300 mg. a day by 
injection; experience to date indicates that the optimum dosage 
is 200 mg. daily. 

In most cases the pattern of response is the same. In 
spondylarthritis increased mobility of the spine resulted in a 
few days due to the relief of spasm (not ankylosis). Pain 
and spasm were greatly diminished, and in patients with 
diminished chest expansion it increased. In those patients 
having rheumatoid arthritis involving joints of the extremities, 
usually within a week and sometimes within 3 or 4 days there 
was relief of stiffness and pain, great improvement in muscle 
strength and loss of fatigue, which was replaced by a feeling 
of well-being. Appetite was frequently but not invariably 
improved, anemia improved rapidly, but reduction in joint 
swelling (particularly in cases with effusion) came more 
slowly. Reduction in sedimentation rates did not parallel 
clinical improvement but came later. 

No evidence of toxicity, edema, elevation of blood sugar, 
or menstrual changes was present. The preparation can be 
readily made at low expense. Symptoms recur in several 
days after complete withdrawal of the drug but, after symp- 
toms have been relieved, 100 mg. daily or every second day 
may be sufficient. 


Further study is being done. 
Morton Terry, B.A., D.O. 


A FORMULATION OF THE DYNAMICS OF THE 
MIGRAINE ATTACK 

Writing in Psychosomatic Medicine for September- 
October, 1949, Robert M. Marcussen, M.D., and Harold G. 
Wolff, M.D., indicate that a characteristic personality con- 
stellation has been identified in migraine patients. They are 
tense, driving people who are rigid, ambitious, and perfection- 
istic. They strive continually to do a flawless job of whatever 
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they attempt, disregarding their own bodily demands for rest. 
The outcome of this pernicious way of life is resentment, 
tension, fatigue, and exhaustion. The headache makes its 
appearance in this setting. 

A detailed history was obtained from twenty patients 
of the events of the 24 hours preceding the headache. In 
almost every instance there occurred an episode to which the 
patient reacted with rage and resentment to which he was 
unable to give full expression. Each individual had been 
accumulating hostility, resentment, and tension for varying 
periods before he was exposed to the event which precipitated 
the headache. 


The patient reacts in a costly fashion to events of his 
daily life. This adjustment can continue to operate effectively 
for only relatively short periods. When a certain point is 
reached, he is no longer able to continue this extravagant adjust- 
ment and there is a collapse of his adaptive or protective appa- 
ratus. At that time, a cranial vascular reaction supervenes 
which becomes so painful that he must withdraw from his 
frustrating and threatening life situation. During the period 
of retreat and withdrawal there is apparently a restoration 
of the energy reserves which then permits a repetition of the 
whole pernicious cycle. 

Antnony DiNotro, D.O. 


CEREBRAL BLOOD FLOW IN VASCULAR 
DISEASE OF THE BRAIN 

Cerebral blood flow was studied by Peritz Scheinberg, 
M.D., and reported in the American Journal of Medicine, 
February, -1950. Records were collected of 23 patients with 
cerebral vascular disease, evidenced by a history of cerebral 
vascular accident or with hypertension and diabetes, with 
particular reference to determinations of cerebral blood flow 
per 100 gm. of brain, arteriovenous oxygen difference, cerebral 
oxygen utilization, cerebral glucose utilization, and cerebro- 
vascular resistance. The patients were divided into those 
with normal and those with abnormal mental status. 

Patients with normal mental status had lower cerebral 
blood flow, higher arteriovencus oxygen difference, and higher 
cerebrovascular resistance than had normal young persons. 
Cerebral oxygen and cerebral glucose utilizations were normal. 
In addition, those with impaired mental status had lower 
cerebral oxygen and glucose utilization rates than normal. 

No change could be detected in cerebral metabolic 
functions in normal patients, patients with hypertensive vascu- 
lar disease, or elderly patients with cerebral thrombosis, all 
of whom had received unilateral stellate ganglion block. The 
value of this procedure as a therapeutic measure in the treat- 
ment of apoplexy is thus questioned. 

Morton Terry, B.A., D.O. 


PREVENTION OF RHEUMATIC FEVER 


Prompt penicillin treatment of 798 patients with strep- 
tococcic disease cut the occurrence of subsequent acute rheu- 
matic fever to 2 cases and probable acute rheumatic fever to 2; 
in 804 untreated patients, selected in accordance with the same 
standards, 17 exhibited definite acute rheumatic fever and 6 
probable acute rheumatic fever. These data constitute evidence 
that rheumatic fever can be prevented, say Capt. Floyd W. 
Denny and others in The Journal of the American Medical 
Association, May 13, 1950. 

The study was conceived as a logical development to the 
current attempts to treat or prevent the development of 
streptococcic infection, although the latter does not invariably 
produce rheumatic fever. Some authorities theorize that a 
peculiar response to an antigen-antibody reaction, as yet un- 
recognized, is responsible for the express symptoms of rheu- 
matic fever. It was observed by these workers that the 
antistreptolysin 0 response was suppressed by penicillin and 
that the bacilli often were no longer present. 

The criterion by which patients were selected for the 
study was the finding of exudate on tonsils or oropharynx, 
since it has been established that exudative lesions of the 
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throat appear in 60 to 90 per cent of streptococcic infections 
Of the series studied the cultures of 80 per cent of the patients 
demonstrated group A beta hemolytic streptococci and 73 
per cent increased antistreptolysin 0 titer. 

Diagnosis of rheumatic fever was separated into acute 
and probable acute. Major symptoms were classified as 
carditis with definite cardiac enlargement, the appearance of 
a pathologic murmur previously undetected, friction rub, heart 
block or other carditic electrocardiographic findings, or cardiac 
failure; migrating polyarthritis; a history of recurrences; 
chorea; and subcutaneous nodules. Minor symptoms were 
fever, abdominal pain, arthralgia, skin rash, epistaxis, pul- 
monary changes, nonspecific electrocardiographic changes, ele- 
vated erythrocyte sedimentation rate (20 or above), and 
anemia. A diagnosis of acute rheumatic fever depended upon 
the presence of two major or one major and two minor symp- 
toms. Probable acute rheumatic fever was the charter 
diagnosis if one major and one minor symptom, one major, or 
two minor signs were present. The report includes only 
patients in whom the time between the observance of the 
streptococcic infection and rheumatic fever numbered between 
10 to 35 days. 

Time of treatment of the initial lesion could not be 
standardized for this series. However, in other respects the 
treated and control groups were comparable, namely, in age, 
previous history of rheumatic fever, tonsillectomies, enlarge- 
ment or tenderness of the cervical nodes, and a leukocyte 
count elevated to at least 13,000. 


THE KIDNEY IN RELATION TO PROTEIN CATABOLISM 


The widely used Volhard concept of abstinence from fluid 
and food for several days at the onset of acute glomerular 
nephritis is discussed by Edward C. Persike, M.D., in the 
Archives of Internal Medicine, February, 1950. 


To create an analagous situation in rats nitrogen reten- 
tion was induced by the removal of three quarters of the 
total renal tissue. At the onset of glomerular nephritis, a 
similar sudden loss of functioning kidney tissue has been 
observed. The rates of urea formation were then measured 
every 4 hours in three groups of animals, one given nothing, 
the second water, and the third glucose solution. 

It was found that the rate of urea formation is more than 
doubled when no calories are taken, an increase which is 
apparent within 4 hours after abstention from food. After 12 
hours deprivation of water produced a still greater increase 
in the rate of urea formation. 

Persike suggests that uremia from acute glomerular 
nephritis or any other condition associated with sudden renal 
failure might be best treated with controlled amounts of fluids 
and glucose rather than by deprivation technics. 

Morton Terry, B.A., D.O. 


PREPARED INSULIN MIXTURES IN THE TREATMENT OF 
THE SEVERE DIABETIC PATIENT 

Henry Dolger, M.D., discusses the treatment of severe 
diabetic patients, that is, those requiring more than 40 units 
of insulin daily, in the American Journal of Medicine, March, 
1950. 

After experimentation with numerous ratios of mixed 
regular and protamine zinc insulin the author has found 
that NPHS50, a new preparation, has the most to offer. This 
insulin is supplied in an ordinary or oversized 20 cc. vial 
containing 10 cc. of regular insulin (U80) which permits 
the addition of any desired amount of protamine zinc insulin. 
NPH5SO as supplied is a 2:1 mixture of regular to protamine 
zinc insulin and it was found to be effective in 72 of 185 
severe cases of diabetes mellitus. The others required mix- 
tures of varying proportions which were most conveniently 
and uniformly prepared in oversized vials. The advantages of 
a prepared insulin mixture over the procedure which mixes 
different insulin preparations in the syringe are obvious. 


Morton Terry, B.A., D.O. 
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ment of the mentally ill. Commitment proceedings may be 
initiated by the alcoholic’s or drug addict’s husband, child, 
wife, mother, father, next of kin, or by any friend or rela- 
tive, or by the County Health Officer. The application is 
made to the Chancery Court of the county and the person 
is committed upon the order of the Chancellor. The growing 
recognition of alcoholism and drug addiction as a disease 
resulted in the passage of this act and others whereby a pro- 
cedure similar to that in effect for the care, treatment, and 
commitment of the mentally ill has been established. 

Louisiana Senate Bill 260, which was introduced, is of 
interest in that it proposes the establishment of a commitment 
procedure for persons afflicted with tuberculosis and recog- 
nizes “doctors of osteopathic medicine” as persons eligible to 
examine and certify for the commitment of afflicted persons. 


3. Health Certificates—Virginia Senate Bill No. 101 as 
enacted into law requires a prenatal serological examination 
to be made by the attending physician of a pregnant woman 
within 15 days after the first examination. 


4. Medical and Hospital Service Corporations—In the 
state of Georgia, an act (House Bill No. 115) to provide 
for the organization and operation of nonprofit medical serv- 
ice corporations was enacted into, law. Nonprofit medical 
service corporations may establish a “medical service plan” 
by which medical and surgical services are rendered to sub- 
scribers, a covered dependent or other beneficiary by a licensed 
physician and surgeon at the expense of the corporation. 
“Medical services” are defined as “the general and usual serv- 
ices and care rendered and administered by doctors of medi- 


The Georgia “Hospital Service Non-Profit Corporation 
Act of 1937” as amended was repealed and Senate Bill No. 
126 enacted to provide for the chartering of nonprofit hospital 
service corporations. This act authorizes nonprofit hospital 
service corporations to act as the agent for surgical and 
medical plans, a common procedure in many states. Hospitals 
must be licensed by the State Board of Health in order to 
be eligible to contract with such corporation as a “partici- 
pating hospital.” Section VI of the act grants “discretion” 
to the corporation to make payments to persons who receive 
hospital service in nonparticipating hospitals. Section VIII of 
the act provides that the corporation “shall not control or 
attempt to control the relationship existing between the mem- 
ber and his physician, and shall not restrict the right of the 
patient to obtain the services of any licensed doctor of 
medicine.” 

5. State Compulsory Health Insurance—In the states of 
New York and Rhode Island, bills were introduced to estab- 
lish a system of prepaid medical and hospital care. New 
York Assembly Bill 2651 provided for contributions of 1 per 
cent of wages to be paid by both the employer and his 
employees. The employers would have been authorized to 
provide services through voluntary plans with.the consent of 
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the state health service authority, which would have been 
established had the bills been enacted into law. 

6. Unemployment, Workmen’s Compensation, and Disa- 
bility Benefit Laws.—In the states of Mississippi, New Jersey, 
New York, Rhode Island, and Louisiana, bills were intro- 
duced to liberalize the Unemployment, Workmen’s Compensa- 
tion, and Disability Benefit Laws. In New York, Assembly 
Bill 1026, which provided for the recognition of the services of 
a podiatrist under the Workmen’s Compensation Act, was 
passed. In Rhode Island, Senate Bill 327, amending the “Rhode 
Island Cash Sickness Compensation Act,” liberalizes the pro- 
visions of the law relating to “lag days.” 

At present, only the states of California, New York, 
New Jersey, and Rhode Island have in operation Systems of 
disability benefits to provide payment to the worker for 
periods of unemployment caused by illness not connected with 
his employment. In 1949, Washington passed such a law, 
but it must be approved by a referendum. A bill (Louisiana 
Senate 236) to establish a system of disability insurance in 
the state of Louisiana was introduced, but was not passed. 
Several bills were also introduced in the state of Massa- 
chusetts to establish a system of cash sickness disability bene- 
fits. Louisiana House Bill 897 was introduced to extend the 
coverage of the Unemployment Compensation Act to employers 
of one or more persons. The bills introduced in the various 
legislatures are indicative of a well-recognized trend to extend 
protection to the individual by the liberalizing of the employee 
security provisions of the law. 


D. EDUCATION AND RESEARCH 


The legislature of the state of Mississippi has approved by 
the passage of Senate Bill No. 14 the creation of a 4-year 
medical school as a department of the University of Missis- 
sippi. The construction of a teaching hospital to be operated 
as a part of the school is also provided for. The school is to 
be constructed and equipped with state funds while the teach- 
ing hospital is to be constructed under the provisions of the 
Hill-Burton Hospital Survey and Construction Act. One 
million five hundred thousand dollars for the construction of 
the hospital is to be provided by Hines County, Mississippi, 
in addition to the funds which will be secured under the Hill- 
Burton Act. 

Bills were also introduced in the states of New York and 
Kentucky for the establishment of a college of medicine and 
surgery in these states. New Jersey has created a commis- 
sion of twenty to study the possibility of establishing a medical 
college in New Jersey. These developments are indicative 
of a recognition of the fact that there is a shortage of phy- 
sicians and of medical school facilities. 

The trustees of the University of Wyoming were au- 
thorized by Wyoming Senate Bill 2-X to offer and provide 
training and education in professional health services and to 
enter into contracts with other institutions within or without 
the state to accomplish this purpose if found necessary so as 
to make more qualified and trained personnel available to 
meet the various health problems of the state. 
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CHESTER D. SWOPE, D.O. 
Chairman 
Washington, D. C. 


DEPARTMENT OF HEALTH, EDUCATION, AND SECURITY 

On May 31, 1950, President Truman submitted to Congress 
a Reorganization Plan No. 27 of 1950, which provides for the 
establishment of a new department of government to be known 
as the Department of Health, Education, and Security. 

To the Department would be transferred all components 
of the present Federal Security Agency, which would be 
abolished. Two of the three present major components of 
FSA, the Public Health Service and the Office of Education, 
would retain their independent statutory authority within the 
new department. Their relationship to the Secretary of 
Health, Education, and Security would be the same as that to 
the Federal Security Administrator at the present time. Func- 


tions of the third major component, the Social Security Ad- 
ministration, now vested in the Federal Security Adminis- 
trator, would be lodged in the new Secretary. No new 
functions or programs, other than those presently incorporated 
in the Federal Security Agency, are provided for by the Plan. 

The Plan is designed to meet the major objections to 
Reorganization Plan No. 1 of 1949, disapproved by the Senate. 
It adheres generally to the approach incorporated in S. 140 
(the Taft-Fulbright bill),* reported favorably by the Senate 
Committee on Expenditures in the Executive Departments in 
the 80th Congress. 


*See A.O.A. testimony, J. Am. Osteop. A. 46: June, 1947, p. 545. 
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Reorganization Plan No. 27 will become effective within 
60 days from the time of its submission to Congress, unless 
either the Senate or the House shall within that period of 
time pass a resolution disapproving the Plan. 

The President’s transmittal message and the provisions 
of Reorganization Plan No. 27 of 1950 are as follows: 


To the Congress of the United States: 


I transmit herewith Reorganization Plan No. 27 of 1950, prepared 
in accordance with the provisions of the Reorganization Act of 1949. 
This plan will create a Department of Health, Education, and Security, 
as one of the executive departments of the Government, and _ will 
transfer to it the functions and constituent units of the Federal Security 
Agency. The Department will be headed by a Secretary of Health, 
Education, and Security, who will be vested with essentially the same 
duties and authority as are now vested in the Federal Security 
Administrator. 

It is unnecessary to recite again the considerations which make 
the creation of such a department desirable. As I pointed out in my 
message transmitting Reorganization Plan No. 1 of 1949, such action 
has repeatedly been recommended by my predecessors and myself, as 
well as by others who have studied our Government organization. 
The scope amd importance of the functions of the Federal Security 
Agency plainly warrant departmental status. I feel that there should 
be no further delay in effecting this essential reorganization. 

The present plan is designed to meet the major objections which 
were raised in opposition to the 1949 plan when it was disapproved 
by the Senate. A principal criticism of the 1949 plan was that, in 
centralizing all statutory authority in the Secretary, as recommended 
by the Commission on Organization of the Executive Branch of the 
Government, the plan threatened in matters of health and education 
unduly to subordinate professional judgment to nonprofessional domi- 
nation. The present plan is not open to this criticism. 

Under the present plan, the Surgeon General and the Commissioner 
of Education retain all the statutory authority and duties now vested 
in them. The Public Health Service and the Office of Education 
remain intact as statutory entities with statutory functions. The 
Surgeon General and the Commissioner of Education will have the 
same relationship to the Secretary of the new Department that they 
now have to the Federal Security Administrator. 

Furthermore, the present plan provides that the Surgeon General 
and the Commissioner of Education, along with the Commissioner 
of Social Security, will report directly to the Secretary. This pro- 
vision assures that these officials can deal directly with the Secretary 
in the performance of all matters in their respective fields of responsi- 
bility, and the Secretary will thus be in a position to transmit their 
views to the President and the Congress. It represents an additional 
safeguard against the fear of the possibility that the views of these 
officials could be unduly subordinated. 

A further difference between this plan and last year’s plan is in 
the name of the new Department. In the minds of some, the title 
“Department of Welfare,” which was used in the 1949 plan, did not 
adequately comprehend the health and educational functions and 
implied their subordination. To avoid any possible misunderstand- 
ing, the present plan uses the longer and more explicit title, “‘Depart- 
ment of Health, Education, and Security.” 

The present plan retains one of the major advantages of the 1949 
plan, namely, to permit the Secretary to establish central adminis- 
trative services for the Department in the interest of efficiency and 
economy. Thus, he will be able, if he finds such purposes will be 
served, to centralize for the Department such services as procure- 
ment, budgeting, and accounting. This grant of authority is specifi- 
cally limited so as not to infringe on the substantive professional 
responsibilities retained by officials within the Department. 

Another advantage of the plan is that it provides for a uniform 
method of appointment for the positions of the Surgeon General, the 
Commissioner of Education, and the Commissioner of Social Security. 
Today, two of the three positions are filled by Presidential appoint- 
ment, while the third is filled by appointment by the Administrator. 
Though the Surgeon General must be selected from the commissioned 
Regular Corps of the Public Health Service, no professional qualifica- 
tions are now prescribed by law for the other two posts. The present 
plan provides that all three positions be filled by Presidential appoint- 
mer.t, subject to Senate confirmation. In each case, appropriate pro- 
fessional qualifications are required and the selection of the Surgeon 
Gereral from the commissioned corps will become discretionary rather 
than mandatory. 

To the extent that this plan would give departmental status to the 
agency administering the social-security and educational functions, it 
is in accord with the one recommendation of the Commission on 
Organization of the Executive Branch for the creation of a new execu- 
tive department. I recognize, as I did last year, that the Commission 
made a further recommendation with respect to the organization of the 
health functions of the Government. The adoption of this plan will 
not in any way interfere with further adjustments in the functions of 
the new Department either by statute or reorganization plan. 


After investigation I have found and hereby declare that each 
reorganization included in Reorganization Plan No. 27 of 1950 is 
necessary to accomplish one or more of the purposes set forth in 
section 2 (a) of the Reorganization Act of 1949. I also have found 
and hereby declare that by reason of these reorganizations it is 
necessary to include in the reorganization plan provisions for the 
appointment and compensation of the following officers: Secretary of 
Health, Education, and Security; Under Secretary of Health, Edu- 
cation, and Security; Assistant Secretary of Health, Education, and 
Security; Administrative Assistant Secretary of Health, Education, 
and Security; Surgeon General of the Public Health Service; Com- 
missioner of Education; and Commissioner of Social Security. The 
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rates of compensation fixed for these officers are, respectively, those 
which I have found to prevail in respect of comparable officers of 
the executive branch of the Government. 

The reorganization plan will go far toward providing the status 
and type of organization which the magnitude and importance of the 
functions now administered by the Federal Security Agency demand. 
It will facilitate coordination with other major segments of the execu- 
tive branch through the granting of Cabinet status. It will provide a 
more adequate supervisory structure and will contribute to administra- 
tive efficiency and economy. Consistent with the Reerganization Act 
itself, the plan neither provides for any new program nor extends or 
enlarges existing programs beyond the scope of present legislation. 

While it is not practicable at this time to estimate the savings that 
will accrue from the plan, modest, but worth-while economies will 
result from the factors already cited together with the authority con- 
ferred by the plan to improve the administration of the services 
common to the various agencies of the Department. 

The creation of this new Department is long overdue. While I do 
not believe that the criticisms advanced against plan No. 1 of 1949 
were well founded, the present plan has been substantially modified 
to meet them. I recognize that as a result the present plan falls 
short of what I would regard, and what the Commission on Organiza- 
tion regarded, as the clearest lines of responsibility and authority 
within executive departments. Nevertheless, in my judgment, the present 
plan is still an important step forward toward better organization of 
the executive branch. It provides an adequate basis for establishing 
this new executive department. I strongly urge that the Congress allow 
this reorganization plan to become effective. 

Harry S. Truman. 

Tue Wuite Hovse, 

May 31, 1950 


REORGANIZATION PLAN NO. 27 OF 1950 


Prepared by the President and transmitted to the Senate and House 
of Representatives in Congress assembled, May 31, 1950, pursuant 
to the provisions of the Reorganization Act of 1949, approved 
June 20, 1949. 


DEPARTMENT OF HEALTH, EDUCATION, AND SECURITY 

Section 1. Creation of Department.—(a) There is hereby estab- 
lished a Department of Health, Education, and Security, hereinafter 
referred to as the Department, which shall be an executive department. 

(b) All agencies of the Federal Security Agency, together with their 
respective functions, records, property, personnel, and unexpended 
balances of appropriations, allocations, and other funds, available or 
to be made available, and all other records, property, personnel, and 
unexpended balances of appropriations, allocations, and other funds, 
available or to be made available, of the Federal Security Agency, are 
hereby transferred to the Department. 

Sec. 2. Secretary of Health, Education, and Security.—(a) There 
shall be’ at the head of the Department a Secretary of Health, Educa- 
tion, and Security, hereinafter referred to as the Secretary, who shall 
be appointed by the President by and with the advice and consent of 
the Senate and who shall receive compensation at the rate now or 
hereafter provided by law for the heads of executive departments. 

(b) All functions of the Federal Security Administrator are hereby 
transferred to the Secretary. 

(c) The Secretary may from time to time make such provisions as 
he shall deem appropriate authorizing the performance by any other 
officer, or by any agency or employee, of the Department of any 
function of the Secretary. 

Sec. 3. Under Secretary and Assistant Secretary of Health, Educa- 
tion, and Security.—There shall be in the Department an Under Secre- 
tary of Health, Education, and Security and an Assistant Secretary of 
Health, Education, and Security, each of whom shall (1) be appointed 
by the President, by and with the advice and consent of the Senate, 
(2) perform such duties as the Secretary shall prescribe, and (3) 
receive compensation at the rate now or hereafter provided by law for 
the Under Secretaries and Assistant Secretaries, respectively, of execu- 
tive departments. The Under Secretary (or, during the absence or 
disability of the Under Secretary or in the event of a vacancy in 
his office, the Assistant Secretary) shall be Acting Secretary and per- 
form the functions of the Secretary during the absence or disability 
of the Secretary or in the event of a vacancy in the office of Secretary. 

Sec. 4. Administrative Assistant Secretary.—There shall be in the 
Department an Administrative Assistant Secretary of Health, Educa- 
tion, and Security, who shall be appointed, with the approval of the 
President, by the Secretary under the classified civil service, who shall! 
perform such duties as the Secretary shall prescribe, and who shall 
receive compensation at the rate of $14,000 per annum. 

Sec. 5. Other officers.—There are hereby established, in the Depart- 
ment, the offices of (1) Surgeon General of the Public Health Service, 
(2) Commissioner of Education, and (3) Commissioner of Social! 
Security. The Surgeon General shall be the head of the Public Health 
Service and shall perform such other duties concerning health as may 
be required by law or as the Secretary may prescribe pursuant to law 
The Commissioner of Education shall be the head of the Office of Edu 
cation and shall perform such other duties concerning education a- 
may be required by law or as the Secretary may prescribe pursuant to 
law. The Commissioner of Social Security shall be the head of th 
Social Security Administration and shall perform such other dutic 
concerning social security and public welfare as may be required b 
law or as the Secretary may prescribe pursuant to law. There ar 
hereby transferred to the Surgeon General and to the Commissioner 0: 
Education, provided for in this section, all of the functions of the her 
tofore existing Surgeon General of the Public Health Service and a 
of the functions of the heretofore existing Commissioner of Educatio: 
respectively. The Surgeon General, the Commissioner of Education, 
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and the Commissioner of Social Security shall each report directly to 
the Secretary; have professional qualifications, experience, and train- 
ing appropriate to the duties of his office; be appointed by the Presi- 
dent, by and with the advice and consent of the Senate; and (except 
in the case of a Surgeon General who is a member of the commissioned 
Regular Cerps of the Public Health Service) receive compensation at 
the rate of $14,000 per annum. The Surgeon General shall hold office 
for a term of four years. The Surgeon General may be appointed 
from the commissioned Regular Corps of the Public Health Service, 
and if so appointed (1) he shall not cease to be a member of such corps 
by reason of his appointment as Surgeon General, and (2) provisions 
of law applicable to the heretofore existing office of Surgeon General 
of the Public Health Service, including those with respect to pay and 
allowances, shall be applicable to him. 

Sec. 6. Administrative services.—In the interest of economy and 
eficiency the Secretary may from time to time establish central 
administrative services in the fields of procurement, budgeting, account- 
inc, library, legal, and other services and activities common to the 
several agencies of the Department; and the Secretary may effect 
such transfers within the Department of the personnel employed, the 
property and records used or held, and the funds available for use in 
connection with such administrative service activities as he may deem 
necessary for the conduct of any services so established: Provided, 
however, That nothing contained in this section shall be deemed to 
authorize the Secretary to transfer or remove from the control of 
the Surgeon General, the Commissioner of Education, or the Com- 
missioner of Social Security any professional or substantive functions 
vested in them respectively under the provisions of this reorganization 
plan or of law hereafter enacted. 

Sec. 7. Abolitions.—There are hereby abolished (1) the* Federal 
Security Agency (exclusive of the agencies transferred by the pro- 
visions of section 1 (b) of this reorganization plan), (2) the office of 
Federal Security Administrator, (3) the office of Assistant Federal 
Security Administrator, (4) the two offices of assistant heads of the 
Federal Security Agency provided for in section 5 of Reorganization 
Plan No. 2 of 1946 (60 Stat. 1095), (5) the heretofore existing office 
of Surgeon General of the Public Health Service, and (6) the hereto- 
fore existing office of Commissioner of Education. 

Sec. 8. Interim officers—The President may designate and em- 
power any person who is an officer of the Federal Security Agency 
immediately prior to the taking effect of the provisions of this reorgani- 
zation plan to perform for a period not exceeding 60 days the functions 
of any office provided for by sections 2, 3, 4, or 5 of this reorganization 
plan pending the appointment of the first person appointed to such 
ofice. While so performing said functions any person designated 
hereunder shall have the title of the office concerned, with the prefix 
“Acting,” and, if the President so directs, receive the compensation 
of such office. No person designated under this section shall by reason 
of such designation forfeit his rights with respect to his office held 
immediately prior to the taking effect of the provisions of this reorgani- 
zation plan. 


SOCIAL SECURITY ACT REVISION 


The Senate Finance Committee on May 17 favorably 
reported the Social Security Act Amendments bill, HR. 6000, 
to the Senate with an amendment striking out all the House 
bill and substituting the Senate Committee version. The Senate 
Committee rewrite contains most of the House-passed bill, 
but makes important changes. 

The Senate Committee struck out the House provision 
making persons totally and permanently disabled entitled to 
old-age and survivors insurance. The provision making needy 
totally and permanently disabled persons entitled to public 
assistance payments was also stricken. The House included 
medical care as part of public assistance to the needy aged, 
blind, and dependent children, to enable the Federal govern- 
ment to partially reimburse the States for direct payments 
to physicians and hospitals for services for these categories. 

Osteopathic testimony pointed out that the term “medical 
care” could be given a restricted interpretation by the Federal 


agency. The bill as reported by the Senate Committee defines - 


“old-age assistance,” “aid to dependent children,” and “aid to 
the blind” to mean “money payments to, or medical care in 
behalf of or any type of remedial care recognized under 
State law in behalf of,” needy individuals who ate 65 or 
over, dependent children, or blind. According to the Senate 
Committee Report (Senate Report 1669) which accompanies 
and interprets the bill that means that the bill authorizes 
Federal “participation in the cost of any type of remedial 
care recognized under State law.” 

The Senate Committee bill adds amendments which in- 
crease the authorizations for grants to the States for maternal 
and child welfare, under Title V of the Social Security Act, 
as follows: for maternal and child health services $20,000,000 
in lieu of $11,000,000, each fiscal year; for services for crip- 
pled children $15,000,000 in lieu of $7,500,000, each fiscal year; 
for child welfare services $12,000,000 in lieu of $3,500,000, 
each fiscal year. 


DEPARTMENT OF PUBLIC RELATIONS 


A Senate Committee amendment defines the terms “physi- 
cian,” “medical care,” and “hospitalization,” wherever used in 
the Social Security Act, to “include osteopathic practitioners 
or the services of osteopathic practitioners and hospitals within 
the scope of their practice as defined by State law.” Com- 
menting on this amendment the Senate Committee Report 
states: “These terms are defined to include osteopathic prac- 
titioners and the services of osteopathic practitioners and hos- 
pitals within the scope of their practice as defined by State 
law. The effect of this definition is to leave the States free 
to utilize the services of the osteopathic profession and its 
institutions in like manner as they may use the services of 
doctors of medicine and medical hospitals without fear of 
being denied approval of their State plans for services under 
the various titles of the Social Security Act.” 

Both the House version and the Senate Committee version 
extend old-age and survivors insurance coverage to the self- 
employed, but specifically exclude certain professions including 
osteopathy. As it passed the House, the bill extended OASI 
coverage to the employees of nonprofit associations and insti- 
tutions but payments by the employers were made optional. 
The Senate Committee bill makes payments by the employers 
compulsory, also. Employees and employers in religious insti- 
tutions are not compulsorily covered. Domestic servants in 
private homes who work for one employer at least 24 days 
and earn $50 or more in a calendar quarter are covered. 

If the bill passes the Senate it will be submitted to con- 
ferees appointed by the Senate and the House to iron out the 
differences between the House and Senate versions. The bill 
is scheduled for enactment during the present session of 
Congress. 


MIDCENTURY WHITE HOUSE CONFERENCE ON 
CHILDREN AND YOUTH 

The Federal Security Administrator who is chairman of 
the National Committee for the Midcentury White House 
Conference extended invitations to the American Osteopathic 
Association, the American College of Osteopathic Surgeons, 
and the American Osteopathic Hospital Association to become 
members of the Advisory Council on Participation of Na- 
tional Organizations. All three organizations accepted member- 
ship. The first meeting of the Advisory Council took place 
in Washington on May 25-26 and was attended by Dr. Chester 
D. Swope as the representative of the American Osteopathic 
Association and Dr. Paul T. Lloyd as the representative of 
the American College of Osteopathic Surgeons. The meeting 
made a tentative assessment of national association possibilities 
of participation at national, State, and local levels. The next 
meeting of the Advisory Council is scheduled for October 
19-20. The Midcentury Conference will take place in Wash- 
ington December 3-7, 1950. Such conferences have been held 
in Washington at the end of each decade in the twentieth 
century. 


FOOD AND DRUG ADMINISTRATION HAS NEW CHIEF 
OF NEW DRUG SECTION 

The appointment of Dr. Ralph Grafton Smith as Chief 
of the New Drug Section of the Division of Medicine, Food 
and Drug Administration, was announced on June 3 by Federal 
Security Administrator Oscar R. Ewing. Dr. Smith was 
professor and chairman of the Department of Pharmacology 
at Tulane University School of Medicine in New Orleans. As 
Chief of the New Drug Section, he will be responsible for 
evaluating the safety of every new drug before it is permitted 
to be placed on the market. 

With their applications for the introduction of new drugs, 
the manufacturers submit scientific proof that the drug will 
be safe for the consumer if used according to the directions 
specified in the labeling. The Chief of the New Drug Section 
must determine whether the tests the manufacturers have 
made are adequate to assure the protection of the health of 
the American public. Congress enacted this safety provision 
in 1938. 

Dr. Smith was recommended as his successor by Dr. 
Erwin E. Nelson, when the latter relinquished his assignment 
as New Drug Chief, to become Medical Director of the Food 
and Drug Administration in January, 1950. 


THE DIAGNOSIS AND TREATMENT OF CARDIOVASCULAR 
DISEASE. Edited by William D. Stroud, M.D., F.A.C.P., Professor of 
Cardiology, University of Pennsylvania Graduate School of Medicine; 
Past President of the American Heart Association; Treasurer and 
Member of Board of Regents of the American College of Physicians; 
Licentiate of the National Board of Medical Examiners and the Ameri- 
can Board of Internal Medicine; Consulting Cardiologist to the Penn- 
sylvania, Graduate, Bryn Mawr, Abington Memorial, and Children’s 
Heart Hospitals. Vols. I and II. Ed. 4, Cloth. Pp. 2084, with 
illustrations. Price $25.00 per set. F. A. Davis Company, 1914-16 
Cherry St., Philadelphia 3, 1950. 


This superior collection of authoritative contributions 
from American cardiologists has run into a fourth edition, 
revised and expanded, a veritable redoubt of information on 
clinical applications and historical continuity in medical develop- 
ment. Each chapter is essentially an expert monograph on 
the given subject. 


Stroud states in the preface, “Although there have been 
numerous books written on heart disease and some mono- 
graphs on peripheral vascular disease, yet no complete work 
including a detailed discussion of the whole subject of cardio- 
vascular disease had appeared prior to the publication of these 
volumes. ... There is no chapter on the prognosis in different 
types of cardiovascular disease, since this subject is considered 
in the various chapters. . . . There has been a much more 
radical revision of these volumes in this fourth edition than 
in any of the other editions since the original work of 1940. 
Practically every chapter has been revised and brought up-to- 
date with additional references.” 


Few physicians, let alone cardiologists, are not familiar 
with Stroud’s “Diagnosis and Treatment of Cardiovascular 
Disease.” Most rely heavily on certain of the monographs, 
especially Bellet and McMillan’s “Electrocardiography,” the 
various articles treating of rheumatic fever and rheumatic 
heart disease, and vascular conditions—thromboangiitis obli- 
terans, lymphedema of the extremities, embolism and thrombus 
of the arteries, thrombophlebitis, acquired arteriovenous fistula, 
temporal arteritis, and aneurysm, arteriosclerosis obliterans, 
varicose veins, et cetera. Bromer’s article on digitalis, inci- 
dentally, merits comment as an unusually well-balanced presen- 
tation of the uses of this most important drug. 


Among the new material are chapters by Frederic A. 
Willius on “Some Historical Comments Pertaining to Cardi- 
ology”; Burton E. Hamilton, “The Cardiovascular Patient 
in Pregnancy”; Isaac Starr, “The Ballistocardiogram”; and 
Edward Weiss, “Psychosomatic Aspects of Cardiovascular 
Disease.” It is too brief but not too complimentary to state 
that these new entries maintain the usual splendid standards 
found in Stroud. 


In accordance with the plan of the two heavy volumes as 
a collection of articles, duplication of information abounds, 
inevitably. The editor fortunately not only considers it justi- 
fiable but also increases the assets by an expanded index, which 
offsets the very slight inconveniences inherent in duplication. 


The real value of the work lies in the fact that it is not 
designed for use as an encyclopedia but rather as authoritative 
opinion. Reading requires much stimulating comparative 
analysis. Other features of the edition are the inclusion of fre- 
quent case histories, numerous and serviceable illustrations, 
and fine bibliographies. 


CURRENT THERAPY, 1950. Editor: Howard F. Conn, M.D., 
Consulting Editors: M. Edward Davis, Vincent J. Derbes, Garfield G. 
Duncan, Hugh J. Jewett, William J. Kerr, Perrin H. Long, H. Houston 
Merritt, Paul A. O’Leary, Walter L. Palmer, Hobart A. Reimann, 
Cyrus C. Sturgis, Robert H. Williams. Cloth. Pp. 736. Price $10.00. 
W. B. Saunders Company, West Washington Square, Philadelphia, 1950. 


This second issue of “Current Therapy” maintains the 
original aim of bringing to the busy general practitioner the 
latest approved procedures in treatment of disease, exactly 
as these procedures are used. by the contributing clinicians. 


Book Notices 


Journal A.O.A. 
July, 1950 


Forty new contributors, as well as most of last year’s, have 
gone over the old edition, deleting obsolete practices and intro- 
ducing new ones. A new section, Diseases of the Locomotor 
System, has been added, and a total of sixteen new subjects is 
presented. The section on infectious diseases has been com- 
pletely revised and several sections have been reorganized, as 
has the overall order of the divisions. Procedures have often 
been repeated this year, confirming previously recommended 
practices. As before, methods not yet fully tested are desig- 
nated as such, or are omitted entirely; and at times several 
treatments for a disease are presented, with no preference given 
for any one method. 


“Current Therapy” is such a valuable reference book 
that the latest edition should be easily accessible to every 
clinician. 


MEDICAL GYNECOLOGY. By James C. Janney, M.D., F.A.C.S., 
Associate Professor of Gynecology, Boston University School of Meii- 
cine; Associate Visiting Gynecologist, Massachusetts Memorial Hospital. 
New, Ed. 2. Cloth. Pp. 454, with illustrations. Price $6.50. W. B. 
Saunders Company, West Washington Square, Philadelphia 5, 1950. 


The additions and changes in this second edition are fairly 
substantial. New chapters on metrorrhagia, culdoscopy, and 
medicolegal problems, and contemporary information on re- 
evaluation of the antibiotics, with penicillin now in the ascen- 
dancy, the inclusion of new testing devices such as the 
Papanicolaou smear and various pregnancy tests embellish 
this sane, conservative, beautifully organized text on office 
gynecology. 


Part of the teaching approach emphasizes two features. 
The first is classifying the patient’s condition according to its 
characteristic group of symptoms—pregnancy and its complica- 
tions, inflammations, tumors, malignant growth, lacerations, 
malpositions, developmental anomalies, endocrine disturbances, 
and sexual disturbances. The second is consideration of both 
physiological and pathological etiologies as they relate to the 
patient’s complaints. From this frame of reference, Janney 
is convinced diagnosis can be established more frequently and 
more accurately. For each complaint he has made a chart of 
differential points of importance. 


The text is well adapted for both the medical student and 
the general practitioner who wishes to refresh his store of 
gynecological information. The reviewer finds Janney’s atten- 
tion to the peculiar and delicate ethical responsibility of the 
gynecologist to his patient and her problems scrupulous, 
pertinent, and worthy. 


ROENTGEN DIAGNOSIS OF THE EXTREMITIES AND 
SPINE. By Albert B. Ferguson, M.D., Associate Professor, Ortho- 
paedic and Fracture Surgery, Boston University; Consulting Roentgen- 
ologist, Children’s and Memorial Hospitals, Boston. Formerly Director 
of Roentgenology, New York Orthopaedic Hospital. Annals of Roentgen- 
ology, Volume Seventeen, Ed. 2, revised and enlarged. Cloth. Pp. 520, 
with illustrations. Price $15.00. Paul B. Hoeber, Inc., 49 E, 33rd St., 
New York City, 1949. 


In the series of monographic atlases known as the Annals 
of Roentgenology, there are three now in print, one of them 
being this seventeenth volume, now recently published in its 
second edition with two new chapters concerned with the 
common bone malignancies, particularly osteogenic sarcoma, 
Ewing’s sarcoma, and multiple myeloma, which swell the book 
by a quarter of the size of its first edition. 


Ferguson states that differential diagnosis should be based 
upon the appearance of a lesion and that the diagnostician 
learns to recognize active destruction, atrophic loss of sub- 
stance, reactive subperiosteal calcification, inert subperiosteal 
calcification, irregular ossification, nonossification, nonreticula- 
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tion, pyogenic density, luetic density, and other salient roentgen- 
ographic features with the guide and help of reading and 
viewing printed illustrations but most particularly by exam- 
ining each feature in roentgen films and comparing and con- 
trasting. 

Herein is evidence of the validity of his premise. His 
teaching is exact. There is extraordinary clarity and detail 
in the reproduction of x-ray films. Case histories are presented 
to support the diagnoses. 


The casual eye might quarrel with the zealous setting of 
certain expressions in boldface and italic type, for it is startling 
to see the same word jump boldly out of a single page twenty 
times. However, the book is a good example of the service 
good conservative typography offers to pedagogy. 

The osteopathic physician, general practitioner and x-ray 
specialist, have used the first. edition of this splendid work 
The new edition maintains the high standards of the first and 
will, because of its revision and new chapters, prove even 
more useful. 


PENICILLIN. Under the General Editorship of Professor Sir 
Alexander Fleming, M.B., B.S., F.R.C.P., F.R.C.S., F.R.S., Professor 
Emeritus of Bacteriology, University of London; Principal, Wright- 
Fleming Institute of Microbiology, St. Mary’s Hospital Medical School, 
London. Ed. 2. Cloth. Pp. 492, with illustrations. Price $7.00. The 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1950. 


A series of articles on penicillin and its use by experienced 
physicians and bacteriologists in Great Britain summarize 
the status today of the antibiotic. Fleming’s own contributions 
he describes in short papers of historical import. The second 
edition contains much revision by the various contributors, 
now that the limitations of the use of penicillin are fairly 
well known. 


Since the publication of the first edition in 1946 pure 
crystalline penicillin has been isolated and can be produced 
commercially in abundance, a development which forthwith 
was superceded. It is predicted that its use will be almost 
totally supplanted by the newer procain penicillin, which is 
absorbed very slowly into the tissues. 

Substantiating evidence is reported of the efficacy of 
penicillin in many conditions and special fields of practice— 
subacute bacterial endocarditis, diseases of the chest, wounds 
and gas gangrene, plastic surgery including burns, orthopedic 
surgery and fractures, osteomyelitis, hand infections, abdominal 
infections, obstetrics and gynecology, sepsis neonatorum, brain 
and meningeal infections, venereal diseases, eye infections, 
otorhinolaryngology, dermatology, dental and oral infections, 
and in animal diseases. 

Toxic manifestations are still not completely under control. 
There is a new chapter pointing out what has been found to 
date to control these undesirable side-effects. Another new 
chapter contains a thorough discussion of streptomycin and 
its relative merits. Mere mention is made of aureomycin and 
chloromycetin, still being developed and tested. 

Some of the opinions expressed indicate varying view- 
points, which Fleming considers worth airing. All in all, the 
book contains a fine body of information, a review of which 


will not take too much time, which induces in both the general - 


practitioner and specialist a comprehensive perspective. 


BRIDGES’ FOOD AND BEVERAGE ANALYSES. By Marjorie 
R. Mattice, A.B., Sc.M., Assistant Professor of Biochemistry, Graduate 
School of Medicine, College of Medical Evangelists, Los Angeles, Cali- 
fornia; Formerly Assistant Professor of Pathological Chemistry, Depart- 
ment of Medicine, New York Post-Graduate Medical School, Columbia 
University; Chief Chemist, New York Post-Graduate Hospital; Con- 
sultant Chemist, Department of Correction Hospitals, City of New 
York. Ed. 3. Cloth. Pp. 412, with illustrations. Price $5.50. Lea & 
Febiger, Washington Square, Philadelphia 6, 1950. 


The work of revision in a book of tables such as this 
has not been confined to correcting the facts presented in the 
lists. Interpretation becomes altered, too. Since the home, the 
School, the hospital, and many other institutions are concerned 
with the important connection between food and civilization, 
the usefulness of such a book as this in which details are 
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analyzed on the basis of samples of food in the form in which 
it is generally eaten is unquestionable. 


At first scan the preponderance of tabular material would 
seem to indicate that any coordinating of facts is left to 
intelligent reader activity. This is true to some extent. How- 
ever, Mattice has written excellent summaries of the present 
authoritative consensus on the caloric pool, the acidity of 
food, minerals, goitrogenic foods, intelligible comments on 
vitamins, and the effect of processing on foods, the latter 
being an excellent contribution. 


The book is full of laudable attempts to disabuse the 
public of various foolish fads and honestly acquired mis- 
conceptions which understandably have been retained because 
they were circulated popularly as factual information based 
on experiments the findings from which subsequently were 
nullified by fuller research and more adequate interpretation. 


One, for example, was the use of ash formation as a good 
basis for certain diets. This is now known to be too drastically 
limiting, but, unfortunately, it is not common knowledge among 
many physicians who learned to prescribe the diet and still do. 
Another concerns the nicotinic acid requirement, which now 
is estimated at half the amount considered a minimum in 1940. 
Today the former categorical denunciation of frying as a mode 
of cooking gives way to the acknowledgement that, insofar 
as the preservation of pyridoxine is concerned, frying is the 
least detrimental way to prepare meat. It was well publicized 
in 1938 that contact with metal sieves and cutlery was destruc- 
tive of vitamin C, a notion which, although now known to be 
untrue, is firmly entrenched. Admonitions to housewives about 
wanton waste of minerals drained from vegetables now are 
moderated. The layman uses vitamins indiscriminately as a 
self-prescribed panacea, yet vitamins in spite of their diagnostic 
and therapeutic worth if taken routinely can cause health 
problems as well as cure them. 


Anyone interested in diet can use this book to advantage. 
General practitioners, dietitians, nurses, even the better in- 
formed housewives will find it interesting. 


POSTGRADUATE GASTROENTEROLOGY. Edited by Henry L. 
Bockus, M.D., Professor of Gastroenterology, University of Pennsylvania 
Graduate School of Medicine. Cloth. Pp. 670, with illustrations. Price 
$10.00. W. B. Saunders Company, West Washington Square, Phila- 
delphia, 1950. 


A collection of symposia on recent advances and con- 
troversial aspects of the basic experimental, physiologic, bio- 
chemical, and pathologic facets of gastroenterology; case 
presentations and clinical conferences; and panel discussions— 
namely, the transactions of postgraduate class meetings Decem- 
ber 6-11, 1948—is presented for the perusal of internists. 


Sections on neoplasms, peptic ulcer, and ulcerative colitis, 
their diagnosis and therapy, and the results of contemporary 
experimentation are most interesting. The case presentations 
are well chosen and precisely described. It may be noted in 
passing that the index has been carefully prepared and adds 
inestimable value to the worth of the book. 


Not only the student physicians who matriculated in the 
course will be pleased by the publication of these lectures. 


PARKINSON’S DISEASE. By Walter Buchler. Paper. Pp. 82. 
Price $1.00 net, $2.00 Cloth. Walter Buchler, 101 Leeside Crescent, 
London, N.W. 11, England, 1950. 


The author, a professional writer, has put his talents to 
a worthy use in the present book. A sufferer himself of this 
disabling condition, he has attempted through a chronicling 
of his own experiences to inform other victims of their 
abilities and their limitations. ; 

Mr. Buchler has the faculty of astute observation, coupled 
with the ability to convey his ideas in simple and readable 
style. He describes the ways he has found to cope with those 
problems of everyday living that abound for the parkinsonian 
in such concrete detail that it is no trouble for the reader to 
adapt them to his own particular needs. 

Without a technical exposition, and without sentimentality, 
the author has provided for every reader an understanding of 


the disease and a sympathy for the victim. Although it was 
primarily intended as an aid to the sufferer of Parkinson’s 
disease, the book merits consideration by physician and patient 
alike. 


REHABILITATION, RE-EDUCATION AND REMEDIAL EXER- 
CISES. By Olive F. Guthrie Smith, M.B.E., F.C.S.P. (Hon.), T.M.G., 
formerly Principal of the Swedish Institute, London, and of the 
Physical Exercise Department, St. Mary’s Hospital, London, W.2, 
Vice-President of the Chartered Society of Physiotherapy. Ed. 2. 
Cloth. Pp. 456, with illustrations. Price $6.00. The Williams & Wilkins 
Company, Mt. Royal & Guilford Aves., Baltimore, 1949. 


Some concessions to the practice of today characterize this 
second edition which again demonstrates an execrable prose 
but an infectious enthusiasm, a good deal of originality in 
dealing with difficult rehabilitation problems, and basic under- 
standing of both the background and limitations of her field. 
Mrs. Guthrie Smith’s work with mobile and suspension appa- 
ratus is scarcely less important than her whole concept of 
rehabilitation as self-activated movement. 


The book still reflects the urgency inherent in imminent 
war, where the ill were faced with a wretched dependence on 
others for their safety in bombing. Although at the moment 
this attitude is not so pervasive, the author supplies other 
motivations to galvanize the bedfast to action. 


Most of the difference between this edition and the first 
lies in additions to the appendices, one on arthroplasty of the 
hip joint, osteoarthritis of the hip, rehabilitation after injuries 
to the spinal cord and cauda equina, and postural drainage 
positions for chest conditions. 


This is a field with which the osteopathic physician is 
familiar. Chapters to be recommended are those concerned 
with maternity cases, chest cases, and principles of suspension 
exercises. 


THE PRINCIPLES AND PRACTICES OF REHABILITATION. 
By Henry H. Kessler, M.D., Ph.D., Director, Kessler Institute for 
Rehabilitation; Attending Orthopedic Surgeon, Hospital and Home for 
Crippled Children, Newark City Hospital, Newark Beth Israel Hospital 
and Hasbrouck Heights Hospital; President, National Council on Re- 
habilitation, in collaboration with 20 other authors. Cloth. Pp. 448, 
with illustrations. Price $9.00. Lea & Febiger, Washington Square, 
Philadelphia 6, 1950. 


Eminent contributors have produced this work, one of 
the better in the field concerned with the disabled, their physical 
restoration, vocational guidance, and placement in jobs where 
permanent adaptation can be insured. The teamwork among 
specialists necessary for the rehabilitation of the amputee, the 
epileptic, the mentally deficient, the victims of cerebral palsy, 
the neurologically disabled, those afflicted with poliomyelitis, 
the cardiac patient, the tuberculous, the blind, and the deaf is 
covered thoroughly. The contribution of the Federal govern- 
ment, and various state, civic, and private charitable organiza- 
tions is delineated. 


It has been estimated that full use of the available facilities 
has never been made because family physicians and prospective 
patients are not aware of the assistance these agencies proffer. 
The responsibility of the family doctor toward public welfare 
and toward the good of his own patients surely includes secur- 
ing total rehabilitation. An excellent opportunity is provided 
here. 


BRAIN AND BEHAVIOUR. Induction as a Fundamental Mechan- 
ism of Neuro-Psychic Activity. By N Ischlondsky, M.D., New 
York. Cloth. Pp. 182, with illustrations. Price $7.00. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1949. 


This book is not, as its title might suggest, a study of the 
function of parts of the brain in relation to behavior of other 
parts of the body. It is, rather, a superficial and exhausting 
discussion of a familiar phenomenon, namely, that a stimulus 
applied to an individual is apt to produce an antithetical re- 
sponse. The author terms this “induction”. 


BOOK NOTICES 


Journal A.O.A 
July, 1950 


A brief section of the book is devoted to the well-known 
works of previous investigators who studied visual after- 
images, reflex activities of the muscles and conditioned re- 
sponses. The main portion of the book treats of the author's 
own investigations. He describes numerous experiments which 
he says are calculated to “determine the general physiological 
and psychological significance of inductiorf . to test the 
concept itself and to prove or disprove the raison d’etre of the 
new term as designating an independent mechanism of brain 
activity.” A good nine-tenths of the experiments are standard 
ones in elementary psychology courses. Still, the author has 
seen fit to explain them all in minutest detail, complete with 
illustrations (example: a blank page to stare at for production 
of an after-image). Occasionally, he presents the results of 
his experimenting upon one or two subjects. 


Many examples of extra-laboratory evidence of induction 
are presented. They range from frigidity in women to licn- 
taming. There are many cuts in the book. Most of thm 
demonstrate materials and methods employed in the experi- 
ments, and these are well-done, if unnecessary. 


CLINICAL NUTRITION. Edited by Norman Jolliffe, M.D., F. F. 
Tidsdall, M.D., and Paul R. Cannon, M.D., For the Food and Nutri'ion 
Board of the National Research Council. Cloth. Pp. 925, with illus¢ra- 
tions. Price $12.00. Paul B. Hoeber, Inc., 49 East 33rd Street, New 
York 16, 1950. 


A comprehensive, well-written study of nutrition deserves 
particular attention from osteopathic physicians, and the present 
book is just such a study. It is written in three parts: (1) 
Diagnosis of nutritional deficiency, (2) the nutrient elements 
and the effects of particular deficiencies, and (3) therapy and 
prevention of malnutrition. 


The first part contains many excellent illustrations of 
clinical signs, most of them in color, accompanied by precise 
descriptions of the symptoms. There is also in this section a 
discussion of roentgenological and laboratory findings. Each 
chapter of part two is devoted to a specific nutrient, with its 
biochemical description, a consideration of the physiological 
processes involved in its utilization, the requirements in health 
and disease, the deficiency resulting from not satisfying these 
requirements, and the treatment of that deficiency, which is 
not always a simple matter of increasing the intake of the 
particular nutrient, but often involves a readjustment of the 
entire diet. Part three discusses diet therapy in systemic disease 
and diet plans for specific clinical entities. An extensive bibli- 
ography is presented at the end of each chapter throughout 
the book 


Numerous tables, such as recommended daily dietary allow- 
ances, foods as sources of the nutrient elements, and ideal 
weights for men and women, which are pertinent to many parts 
of the book, are grouped together in an appendix where they 
can easily be referred to. There are also many graphs and 
tables included in the text that illustrate particular parts of 
the discussions. The graphs and tables, as well as the text, are 
easily understood. The book can be highly recommended to 
students and practicing physicians. 


THE CYTOLOGIC DIAGNOSIS OF CANCER. By The Staff 
of the Vincent Memorial Laboratory of the Vincent Memorial 
Hospital. A Gynecologic Service Affiliated with the Massachusetts 
General Hospital, Boston, Massachusetts. The Department of (yne- 
cology, Harvard Medical School. Published under the Sponsorship 
of The American Cancer Society. Cloth. Pp. 229, with illustrations. 
Price $6.50. W. B. Saunders Company, West Washington Square, 
Philadelphia, 1950. 


A beautiful collection of photomicrographs is use as 
the basis of presentation of the laboratory work performed 
on various types of body secretions in the diagnosis of cancer. 
Since 1942 the Vincent Memorial Laboratory has diagnosed 
7700 vaginal smears, 450 sputum or bronchial aspiration 
smears, 400 urine sediments, 400 gastric secretion smears, and 
250 serous fluid sediments, a total of 9200 cases. Much oi this 
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work is essentially in the research stage. The members of 
the staff who have collaborated to publish a fine laboratory 
manual have achieved an enviable reputation for the quality 
of their contributions. 


The major portion of the book is composed of histologic 
tissue sections, represented by three illustrations—a low power 
photomicrograph from which a section is screened, a high 
power photomicrograph, many in color, and a drawing in 
which the depth and salient features are emphasized and identi- 
fied. A tentative classification is used to simplify discussion 
and facilitate teaching of the cytologic method. As a guide 
into a new field, it is well planned, carefully written, and 
worthy of high commendation. 


MEDICINE OF THE YEAR, 1950. Under editorial direction of 
John B. Youmans, M.D., Dean, School of Medicine, Vanderbilt 
University. Cloth. Pp. 204. Price $5.00. J. B. Lippincott Company, 
East Washington Square, Philadelphia, 1950. 


The second issue of “Medicine of the Year” came early 
in 1950, only a few months after the 1949 book had left the 
press. The precedent was established, the pattern cut for the 
series. This connected review of events develops the story of 
progress and development in each specialty not unlike a news 
story, brief and succinct. Each chapter is introduced by a 
foreword containing a sentence outline of the material within, 
like nothing so much as well-written news headlines. Both 
the bibliographies and the index are meticulously compiled. 


There is no reason to retract the prediction made in review 
of the 1949 issue that physicians will encourage the publication 
of the annual in subsequent years. The 3econd, like the first, 
is readable and time-saving. 


MEDICAL MANAGEMENT OF GASTROINTESTINAL DIS- 
ORDERS. By Garnett Cheney, M.D., Clinical Professor of Medicine, 
Stanford University Medical School. Cloth. Pp. 478, with illustra- 
tions. Price $6.75. Year Book Publishers, Inc., 200 E. Illinois St., 
Chicago 11, 1950. 


In order to put into perspective gastrointestinal symptoms 
and to promote sound diagnostic procedures, this latest book 
in the General Practice Manual series has been presented in 
a stimulating fashion in keeping with actual practice but 
seldom acknowledged in textbooks. 


The very brief Part I, called “The Patient Approach,” 
contains a good collection of generalities on the examination 
of the patient, clinical laboratory procedures, and endoscopic, 
biopsy, and x-ray examinations. The title of the section 
evidently includes both the approach to the patient and the 
endorsement of painstaking methods. 


The departure from conventional texts comes in Part II, 
“Symptom Diagnosis and Treatment,” in which the chapter 
titles encompass complaints, the long list of symptoms the 
gastrointestinal patient may present. If the situation refers 
to a condition of the digestive tract, management is discussed; 
if not, reference is made to books on internal medicine. 


The book is particularly attractively printed. Cross ref- 
erences are cleverly utilized. Presentation is simple and sur- 
prisingly complete. The author intrudes refreshingly frank 
commentaries derived from his experience, such as his advice 
against attempting to get accurate records or pertinent x-rays 
from government sources. 


CLINICAL PATHOLOGY. Application and Interpretation. By 
Benjamin B. Wells, M.D., Ph.D., Professor of Medicine, University 
of Arkansas School of Medicine, Little Rock, Arkansas. Cloth. Pp. 
397, with illustrations. Price $6.00. W. B. Saunders Company, Phila- 
delphia, 1950. 


Proceeding on the assumption that the intelligent 


physician as a mature scholar chooses what he best can 
use to benefit his patients, Wells has written a book to 
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present information about laboratory procedures—when to 
use them, how to interpret the results, and the limitations 
involved in their interpretation. Theory and technics 
properly are omitted from this book. It is an unusually 
well organized and well presented accumulation of the 
facts to be found in the laboratory which will assist 
diagnosis. 


MEDICAL DISEASES OF THE KIDNEY. By J. F. A. 
McManus, M.D., Associate Professor of Pathology, The Medical 
College of Alabama, Birmingham, Alabama; late Beit Memorial 
Fellow in Medical Research, the University Museum, Oxford, Eng- 
land. Cloth. Pp. 176, with illustrations. Price $6.00. Lea & Febiger, 
Washington Square, Philadelphia 6, 1950. 


The basis for the study of renal tissue in this interesting 
new atlas and monograph is the morphological change in acute 
renal failure and in chronic renal failure. Through the use 
of the most recent technical methods histology and morphology 
are presented vividly, for example, glomerular alteration in 
the presence of arteriosclerosis, pyelonephritis, or glomerulo- 
nephritis revealed through the use of periodic acid and Schiff’s 
reagent. 


Pathologists are certain to be attracted to this original 
study by the collection of extraordinary photomicrographs. 
Nonetheless, clinicians too will find the histology well cor- 
related with comments on causal physiology and clinical 
manifestations. 


PHYSIOLOGY OF HEAT REGULATION AND THE 
SCIENCE OF CLOTHING. Edited by L. H. Newburgh, M.D., 
Professor of Clinical Investigation, The Medical School, University 
of Michigan. Cloth. Pp. 457, with illustrations. Price $7.50. W. B. 
Saunders Company, West Washington Square, Philadelphia, 1949. 


Invited by the National Research Council to attempt 
to solve the climatic problems presented by war, a group 
of civilian scientists and military officials have contributed 
the laboratory and field reports included in this book. 


Part I, the human response to climatic environment, 
covers a discussion of adaptations to climate among non- 
European people, thermometry, heat transfer, regulation of 
body temperature, heat and cold adaptations, et cetera, In 
Part II the physical properties of clothing fabrics and 
experimental testing for protection against the desert, the 
tropics, dry and wet cold, and water are described. 


The dictates of custom in shelter and clothing at 
climatic extremes are analyzed and applied in these studies. 
The limits of man’s ability to withstand extremes are 
explored. These experiments in the scientific design of 
fabrics and clothing are being continued. Emphasis lies 
on military expediency. It is indeed an interesting collection 
of facts pertinent to the problem posed. 


RESEARCH IN MEDICAL SCIENCE. Edited by David E. 
Green, Ph.D., and W. Eugene Knox, M.D. Cloth. Pp. 492, with 
illustrations. Price $6.50. The Macmillan Company, 60 Fifth Avenue, 
New York 11, 1950. 


Doctor of Philosophy Green and Doctor of Medicine 
Knox present twenty-six nontechnical essays dealing with 
the work being carried out in the fields of medical re- 
search. These essays have been contributed by qualified 
“hybrid investigators” with 4 view to enlightening and 
inspiring the nonspecialist reader. (Hybrid investigators, 
the editors explain, are clinicians who have become experts 
in one of -the fundamental sciences, and scientists who 
have become experts in some branch of medicine—e.g., the 
editors themselves.) 


Each essay discusses the principle developments of 
the past with reference to its particular topic, the problems 
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under study today, and the most hopeful paths of future 
progress. The work as a whole is not intended to be a 
systematic coverage of the entire realm of medical re- 
search; rather, an attempt has been made to give students 
and clinicians a realistic appreciation of the medical re- 
search worker, his problems, his principles, and his progress. 


THE PRACTICE OF UROLOGY. By Harry C. Rolnick, M.D., 
Professor and Chairman of the Department of Urology, Chicago 
Medical School; Attending Urologist, Michael Reese Hospital, Mount 
Sinai Hospital and Cook County Hospital, Chicago. Volume I and II. 
Cloth. Pp. 1,246, with illustrations. Price $24.00. J. B. Lippincott 
Company, East Washington Square, Philadelphia, 1949. 


Two monumental, abundantly illustrated volumes of 
medical and surgical information on the management of 
the urological patient of any age or sex include the 
embryological, anatomical, and physiological background. 
Also discussed in fine detail are the laboratory methods, 
treatment of infections by chemotherapeusis and antibiosis, 
tropical diseases, traumatic injury, effects of hypertension, 
occupational disease, renal surgery and_ transurethral 
surgery, preoperative and postoperative treatment, and 
pathology. Able contributions have been made by Israel 
Davidsohn, M.D., R. H. Flocks, M.D., Russell D. Herrold, 
M.D., and Davis Presman, M.D. 


For teaching purposes and for clinical application this 
work is modern, complete and authoritative. This reviewer 
predicts it will assume the reputation of a classic in the 
field of urology, as time tests it by use. 


VITAMINOLOGY The Chemistry and Function of the Vitamins. 
By Walter H. Eddy, Ph.D., Emeritus Professor of Physiological Chem- 
istry, Teachers College, Columbia University and Scientific Director, 
American Chlorophyll Inc. Cloth. Pp. 366, with illustrations. Price 
$6.00. Williams & Wilkins Co., Mt. Royal and Guilford Avenue, Balti- 
more, 1949. 


From the “Introduction: What Is a Vitamin?” through 
the last chapter “Some Postulated Vitamins” Dr. Eddy empha- 
sizes the fact that this field is far from closed. As Casimir 
Funk points out in his Foreword, “The time is yet remote, 
in spite of some optimistic findings of the last 20 years, that 
an animal will subsist, become adult, and multiply on a mix- 
ture of fully purified ingredients.” 


Each individual vitamin now isolated and chemically iden- 
tified is discussed according to its function, its chemical classi- 
fication and nature, and an evaluation of the forms available 
for human and animal use. 


A historical review of the research in each phase of the 
quest for more scientific information about vitamins, this book 
should serve both as an answer to the inquisitive student of 
biochemistry and a stimulant to those who perceive the prob- 
lems still unsolved. 


STEDMAN’S MEDICAL DICTIONARY. Edited by Norman 
Burke Taylor, M.D., F.R.S.C., F.R.C.S. (Edin.), F.R.C.P. (Can.), 
M.R.C.S. (Lon.), University of Western Ontario and formerly of the 
University of Toronto. Ed. 17, revised. Paper. Pp. 1,362, with 
illustrations. Price with thumb index $8.50, without thumb index 
$8.00. The Williams & Wilkins Company, Mt. Royal & Guilford 
Avenues, Baltimore, 1949. 


Frequent revisions make this one of the most up-to- 
date dictionaries available. This latest edition can boast 
of several advantages. New definitions have been in- 
cluded, not only for new terms, but also for older words 
whose usage has changed. As in other editions, special 
features include the list of chemical elements; the terms 
sanctioned by the Basle Anatomical Convention, with their 
Latin and their British Anatomical Society equivalents; 
tables of weights and measures; and the useful section 
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on etymology, which contains a root-word list. A laudable 
addition is the inclusion of biographical sketches of out- 
standing men in medicine. 


A TEXTBOOK OF PHYSIOLOGY. Originally by William H. 
Howell, M.D. Edited by John F. Fulton, M.D., Sterling Professor of 
Physiology, Yale University School of Medicine. Ed. 16. Cloth. 
Pp. 1258, with illustrations. Price $10.00. W.-B. Saunders Company, 
West Washington Square, Philadelphia 5, 1949. 


Known through fifteen editions as “Howell’s Textbook of 
Physiology,” this new version has been altered by the deletion 
of obsolete text and illustration, by revision, and by the addi- 
tion of an entire section on the endocrine system by Jane A. 
Russell, M. D. Hoff’s chapter “Events of the Cardiac Cycle” 
has been expanded by the insertion of a discussion of electro- 
cardiography including unipolar chest leads by Nahum and 
Chernoff. New chapters have been contributed on the gastro- 
intestinal tract, the muscle, and cerebrospinal fluid. These 
innovations should prove useful to doctors who depend upon 
the Textbook as an authoritative reference source. Constancy 
in high standards of revision is essentiai to commend a book 
as a text through more than 40 years. The compendious new 
edition maintains the fine clarity of the earlier ones. 


QUINIDINE IN DISORDERS OF THE HEART. By Harry 
Gold, M.D., Professor of Clinical Pharmacology at Cornell University 
Medical College; Attending-in-Charge of the Cardiovascular Research 
Unit at the Beth Israel Hospital; Attending Cardiologist at the 
Hospital for Joint Diseases; Managing Editor of the Cornell Con- 
ferences on Therapy. Cloth. Pp. 116. Price $2.00. Paul B. Hoeber, 
Inc., 49 E. 33rd St., New York 16, 1950. 


There is little information in this monograph to excite 
the cardiologist beyond what a casual chat with the author 
on the subject might provide. However, the general practi- 
tioner, for whom the work is intended, often is responsible 
for executing the instructions of a specialist. 


He will find the explanation of the mechanisms of dis- 
ordered rhythms and the goal of prescribed therapy well 
suited to assist him to follow directions intelligently. Sources 
of danger in quinidine therapy should be understood by the 
general practitioner, as well as possible complications which 
may arise to confuse his observations. These explanations 
serve a laudable purpose. Adjustment of doses and toxic 
effects of the drug receive proper attention. 


Some of the hypotheses which the author utilizes are open 
to question, but there can be no doubt that his judgment 
based on experience in the use of quinidine carries authority. 


PRACTICAL NEUROLOGICAL DIAGNOSIS. With Special 
Reference to the Problems of Neurosurgery. By R. Glen Spurling, 
M.D., Clinical Professor of Surgery (Neurosurgery) University of 
Louisville School of Medicine, Louisville, Kentucky. Ed. 4. Cloth. 
Pp. 268, with illustrations. Price $5.00. Charles C Thomas, Publisher, 
301-327 E. Lawrence Avenue, Springfield, Ill., 1950. 


Recognition of neurological disorders often presents a 
problem and challenge to the general practitioner. During the 
last 15. years this manual has found wide usage. The new 
fourth edition contains a few notable improvements, namely, 
a new section on the hypothalamus, a glossary of commonly 
used neurological terms, and a rewritten chapter on the 
cerebellum. 


Emphasis has been maintained concerning the desirability 
of discovering the existence of a pathological neurological 
condition before the surgeon is obliged to deal with its final 
stages. The book still is compact and systematic. 


It should be noted that the bibliography is a general one, 
indicating source material with no attempt to be precise, except 
insofar as the illustrations are concerned. Of particular 
interest is the collection of the segmental sensory charts from 
various sources. 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Fifty-Fourth Annual Meeting, Chi- 
cago, July 10-14, inclusive. Program 
Chairman, C. R. Nelson, Ottawa, IIl. 


Academy of Applied Osteopathy, Stevens 
Hotel, Chicago, July 14, 15. 

American College of Osteopathic In- 
ternists, Continental Hotel, Kansas 
City, Mo., October 23-26. Program 
Chairman, Stuart Harkness, Des 
Moines, Iowa. 

American College of Osteopathic Sur- 
geons, Hotel Savery, Des Moines, 
Iowa, October 15-19. Program Chair- 
man, Howard A. Graney, Des Moines, 
Iowa. 

American Osteopathic Academy of Or- 
thopedics, Hotel Savery, Des Moines, 
Iowa, October 15-19. Program Chair- 
man, Harry F. Shaffer, Detroit. 

American Osteopathic College of Ra- 
diology, Hotel Savery, Des Moines, 
Iowa, October 15-19; Board of Gov- 
ernors, October 11. Program Chair- 
man, D. W. Hendrickson, Wichita, 
Kans. 

American Osteopathic Hospital Associa- 
tion, Hotel Savery, Des Moines, Iowa, 
October 15-19. Program Chairman, 
Mr. Edward C. Barron, Detroit. 

American Society of Osteopathic An- 
esthesiologists, Hotel Savery, Des 
Moines, Iowa, October 15-19. Pro- 
gram Chairman, Crawford M. Ester- 
line, Kirksville, Mo. 

Canadian Osteopathic Association, inter- 
national convention, General Brock 
Hotel, Niagara Falls, Ontario, Octo- 
ber 19-21. Program Chairman, Nor- 
man W. Routledge, Chatham, Ontario. 

Colorado: See Rocky Mountain Confer- 
ence. 

Kansas, annual convention, Allis Hotel, 
Wichita, October 1-4. Program Chair- 
man, Irwin J. Conant, Meriden. 

Kentucky, Brown Hotel, Louisville, Oc- 
tober 5, 6. Program Chairman, Martha 
Garnett, Louisville. 

Maine, semi-annual meeting, Bangor, De- 
cember. 

Michigan, annual meeting, Civic Audi- 
torium, Grand Rapids, October 2-5; 
House of Delegates, October 1, 2. 
Program Chairman, Ralph F. Kraker, 
Ann Arbor. 

Missouri, Jefferson Hotel, St. Louis, 
October 12-14. Program Chairman, 
Theodore Corcanges, Raytown. 

New Jersey, Hotel Stacy-Trent, Trenton, 
September 16. 

New Mexico, El Rancho Hotel, Gallup, 
September 14-16. Program Chairman, 
William D. Andrews, Albuquerque. 

New York, Hotel Marcy, Lake Placid, 
October 13, 14. Program Chairman, 
Charles K. Smith, Elmira. 

Oklahoma, Biltmore Hotel, Oklahoma 
City, November 7-9. Program Chair- 
man, Daniel B. Heffelfinger, Oklahoma 
City. 
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With ARGYROL, its effective decongestive 
action affords relief and, at the same time, 
encourages a return to normal of Nature’s 
own protective functions. And all of this is 
accomplished without the rebound conges- 
tion, so often caused by many vasocon- 
Pstrictors. Its bacteriostatic and demulcent = 
> properties further ARGYROL'S effectiveness. 


in Para-nasal Infections 44°) offers 
a physiological concept 
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choice in treating para-nasal infection. 


Made only by the 
A. C. BARNES COMPANY 
NEW BRUNSWICK, N. J. 


ARGYROL is 4 reg. trademark, the 
property of A. C. Barnes Company 


SPECIFY THE ORIGINAL ARGYROL PACKAGE 


The Technique 


1. The nasal meatus... by 20 
per cent ARGYROL instillations 
through the nasolacrimal duct. 

2. The nasal passages... with 10 
per cent ARGYROL solution in 
drops. 

3. The nasal cavities... with 10 
cer cent ARGYROL by nasal 
tamponage. 


Its Three-Fold Effect 


1. Decongests without irritation to 
the membrane and without cili- 
ary injury. 

2. Definitelybacteriostatic, yetnon- 
toxic to tissue. 

3. Cleanses and stimulates secre- 
tion, thereby enhancingNature’s 
own first line of defense. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, Ambassador 
Hotel, Los Angeles, November 1-3. 
Board of Trustees of the College and 
American Osteopathic Board of Oph- 
thalmology ‘and Otolaryngology, Oc- 
tober’ 30, 31. Program Chairman, 
Edward W. Davidson, Los Angeles. 

Osteopathic Cranial Association, Stevens 
Hotel, Chicago, July 15, 16. 

Pennsylvania, annual meeting, Bellevue- 
Stratford Hotel, Philadelphia, Septem- 
ber 22-24. Program Chairman, Charles 
M. Worrell, Palmyra. 


Rocky Mountain Conference, Broadmoor 
Hotel, Colorado Springs, Colo., No- 
vember 10-12. 

Tennessee, Andrew Jackson Hotel, Nash- 
ville, October 6-8. Program Chairman, 
Richard Alexander, Greenback. 


Vermont, Rutland, October 4, 5. Pro- 
gram Chairman, M. C. Smith, Ben- 
nington. 

Western States Osteopathic Society of 
Proctology, Biltmore Hotel, Los An- 
geles, September 25-27. Program 
Chairman, Lee R. Borg, Los Angeles. 


OFFICIAL AND AFFILIATED 
ORGANIZATIONS 


ARIZONA 
State Society 


The officers are: President, J. Walter 
Larkin; vice president, L. A. Nowlin, 
both of Phoenix; president-elect, Homer 
M. Fredericks; past president, Coy Pur- 
cell, both of Tucson; and secretary- 
treasurer, Homer E. Allshouse, Phoenix. 
Richard O. McGill, Phoenix, is editor. 

At the annual convention in Phoenix, 
May 12-14, the following talks were 
scheduled: “Public Health in Arizona,” 
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CAN ALWAYS WORK 
AT THE RIGHT HEIGHT— 


NO STRAIN—NO STOOPING 


RITTER 
MULTI-PURPOSE 
TABLES 


With a Ritter Multi-Pur 


se Table you can always treat patients at the height most 


comfortable for you. Whether the patient is sitting or lying on the table, there is no 
stooping or straining necessary. A touch of your toe raises or lowers the table to 


the right height quietly and smoothly . . 


. no jolting or jarring ‘of the patients. 


Consider these other features of the Ritter Multi-Purpose Tables: 


@ Extreme high and low positions— 
The Ritter Multi-Purpose Table Model 
A, Type 1, is available in two ranges 
27”-45” or 23”-41” (top of table to 
floor). You work at ease either stand- 
ing or sitting. 


@Flexible adjustments—Head, back, 
seat and foot sections easily adjusted to 


any required position—full horizontal 
to chair. Rotates 180°. Tilts 33° head 


pqurement 


COMPANY 


RITTER PARK, ROCHESTER 3, W.¥. 


low position, 5° foot low position. 


@The Ritter Multi-Purpose Table 
Model A, Type 2, is particularly adapt- 
able to proctological work with ad- 
justable knee rest on the foot section. 
Low position 31”, high position 49” 
... extreme tilt 55°. 


@ Your surgical dealer will gladly dem- 
onstrate these features of the Ritter 
Multi- Purpose Tables. 


If you're vacationing in the East, 
be sure to visit our plant. 


C. E. Reddick, M.D.; “Anatomy and 
Physiology of the Fascial Planes of the 
Body,” and “Anatomy and Physiology 
of the Sympathetic and Sacral Para- 
sympathetics,” Paul E. Kimberly, Des 
Moines, lowa; “Osteopathic Manipula- 
tive Treatment of Fascial Planes of the, 
Body,” and “Osteopathic Technics of the 
Dorsal Spine, Ribs, Lumbar Spine, and 
Sacrum,” Reginald Platt, Houston, 
Texas; “The Present Status of the 
Treatment of Carcinoma of the Lung,” 
Howard E. Lamb, Denver; “X-Ray 
Diagnosis of Lung Carcinoma,” and 
“X-Ray Therapy, Indications and Re- 
sults,” C. A. Tedrick, Denver; “Diag- 
nostic Bronchoscopy,” Owen O. Taylor, 
Grand Junction, Colorado; “Recent De- 
velopments in the Physiology of Pro- 


teins and Amino Acids,” Mr. Emory W. 
Thurston; and “Vitamin and Amino 
Acid Inter-Relationships,” Mr. H. B. 
McWilliams, the latter two of the Emory 
W. Thurston Laboratories. Also included 
in the program was a round table discus- 
sion led by Drs. Lamb, Taylor, and 
Tedrick. 
ARKANSAS 
State Society 
The officers are: President, Eugene M. 
Sparling, Hot Springs National Park; 
president-elect, George B. Bean, Little 
Rock; vice president, Edna W. Nies, 
Blytheville; and secretary-treasurer, R. 
M. Packard (re-elected), Jonesboro. 
The sergeant-at-arms is Roger H. 
Mount, Siloam Springs, and the statis- 
tician is Dr. Sparling. 
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The trustees are George V. Harris, 
Fayetteville, H. V. Glenn, Stuttgart, and 
Chester C. Chapin, Little Rock. 

Committee chairmen are: Legal-legis- 
lative, Dr. Glenn; program, Dr. Nies: 
publicity, Carl H. Nies, Blytheville; con- 
vention arrangements, C? W. Dalrymple, 
Little Rock; Osteopathic Progress Fund, 
Paul W. Lecky, El Dorado; vocational! 
guidance, Louis E. O’Keefe, Springdale : 
radio publicity, Dr. Bean; and member- 
ship, Dr. Packard. 


CALIFORNIA 
State Society 

The officers are: President, J. Gordo: 
Epperson, Oakland; president-elect, \\ 
Donald Baker, Los Angeles; secretar) 
treasurer, Ralph E. Copeland (re- 
elected), San Marino; executive secre 
tary, Mr. Thomas C. Schumacher (re- 
elected), and assistant executive secre- 
tary, Mr. J. Harold Bailey (re-elected), 
both of Los Angeles. 

The trustees are Parnell F. J. Buscher, 
San Francisco, Charles C. Dieudonn:, 
Glendale, Robert P. Haring, Bakersfiel:, 
Russell M. Husted, Long Beach, Mu 
ray D. Weaver, Ontario, and Munis): 
Feinberg and Dorothy J. Marsh, Los 
Angeles. 

Donald M. Donisthorpe, Los Angeles, 
is the speaker of the house, and Bruce 
S. Collins, Santa Monica, is the vice 
speaker. 

Bureau heads are: Insurance, William 
F. Neugebauer, Pasadena, and public 
service, Delmar J. Daniel, Burbank. 

Department heads are: Health insur- 
ance, Elbert W. Ashland, Oakland; in- 
dustrial accident insurance, Earl Willard 
Durfey, South Gate; publicity, Robert 
M. Loveland, Hollywood; speaker pro- 
curement, David B. Percival, San 
Rafael; and membership, Thomas G. 
Mallard, Pasadena. 

Nicholas Oddo, Long Beach, is chair- 
man of the convention program commit- 
tee and Dr. Weaver is chairman of the 
executive committee. 

Alameda County 

A film of the College of Osteopathic 
Physicians and Surgeons was shown at 
the May 9 meeting. 


San Diego 

Reports by the delegates to the state 
convention were presented at the May 
7 meeting. 

San Jose 

The officers are: President, Marion 
O. Moore, Los Gatos; president-elect, 
Wesley H. Taylor, Redwood City; sec- 
retary-treasurer, S. Edith Robb, Palo 
Alto. 

The trustees are Helen H. Shelley and 
Neiland H. Hines, both of San Jose. 

At the meeting in San Jose on May 
13 reports of the state convention were 
presented. 

COLORADO 
State Society 

The officers are: President, Robert \\. 
Hays, Fort Collins; vice president, LC. 
M. Parkinson; secretary-treasurer, C. 
Robert Starks (re-elected), both of 
Denver. 

The trustees are Herbert L. Sand:rs, 
Paonia, O. D. Fry, Colorado Sprines, 
Elmer J. Lee, Greeley, and Harold M. 
Husted, Denver. 
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Committee chairmen are: State mem- 
bership, Fred E. Johnson, Colorado 
Springs; national membership, Dr. Lee; 
program, Wayne I. Thompson, Littleton; 
vocational guidance, Dr. Sanders; public 
relations and education, Harold L. Will, 
Colorado Springs; public policy, Howard 
E. Lamb, Denver; veterans affairs, 
Hazen V. Anderson, Colorado Springs; 
industrial and institutional, Paul R. 
Isaacson, Denver; Osteopathic Progress 
Fund, Cecil C. Thorpe, Longmont; in- 
fantile paralysis, Kenneth L. Graves, 
Grand Junction; cancer, John W. Ted- 
rick; and tuberculosis control, Herbert J. 
Smith, both of Denver. 

At the monthly meeting to be held 
in Denver on June 3, the following 
talks were to be presented: “Differential 
Diagnosis of Anorectal Pathology,” 
George K. Niehouse; “Professional Man- 
agement of Patients in France,” Guy F. 
Dunn; and “Doctors of Infamy,” Paul 
Isaacson. All the speakers were from 
Denver. 

State Society Auxiliary 

The officers are: President, Mrs. C. 
Lloyd Peterson, Denver; first vice presi- 
dent, Mrs. George B. Nahrgang, Boul- 
der; second vice president, Mrs. P. D. 
Schoonmaker, Colorado Springs; third 
vice president, Mrs. Jack Vance, Canon 
City; recording secretary, Mrs. D. K. 
McCrea, Greeley; corresponding secre- 
tary, Mrs. Harold K. Morgan; treasurer, 
Mrs. Paul E. Noffsinger, both of Den- 
ver; and parliamentarian, Mrs. Hazen V. 
Anderson, Colorado Springs. 

DELAWARE 
State Society 

The officers are: President, Henry 
George, III; vice president, Merritt G. 
Davis; secretary, Arthur J. McKelvie 
(re-elected) ; and treasurer, John W. 
Allen, all of Wilmington. 

FLORIDA 
State Society 

The officers are: President, Ashley C. 
Lovejoy, Jacksonville; president-elect, 
Edmund T. Flynn, Tallahassee; first 
vice president, William E. White, Brad- 
enton; second vice president, Arthur T. 
Hoffman, Pensacola; and_ secretary- 
treasurer, Dominic Raffa, Tampa. 

The trustees are Dr. Raffa, Roy T. 
Quick, West Palm Beach, Kenneth R. 
Steady, Orlando, Stephen B. Gibbs, 
Coral Gables, W. S. Horn, Palmetto, 
Doris R. Coker, Panama City, Robert L. 
Beckwith, Daytona Beach, and Harry 
B. Merner, Jacksonville. 

District Four 

The officers are: President, James E. 
Rishell; vice president, Addison O'Neill; 
and secretary-treasurer, Joseph D. Robie. 
All are from Daytona Beach. 

District Five 

The officers are: President, J. Brayton 
Cahill, St. Petersburg; vice president, 
Martha M. Cox, Tampa; and secretary- 
treasurer, Ray C. Wunderlich (re- 
elected), St. Petersburg. 

Joseph J. Locke, St. Petersburg, is the 
trustee. 


District Seven 
The officers are: President, William 
E. White, Jr., Bradenton, and vice presi- 
dent, W. S. Horn, Palmetto. 
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@ Kwell Ointment is the answer to the need fora 
pediculicide and scabicide that is dependably antiparasitic 
but nontoxic for man. 

Providing 0.5 per cent gamma benzene hexachloride 
in a vanishing cream base, Kwell Ointment eradicates 
scabies in more than 90 per cent of patients after a single 
application. Yet it is so non-irritant that it does not pro- 
duce secondary dermatitis and can be applied to areas 
showing secondary pyogenic infection. 

Kwell Ointment is odorless, greaseless and stainless, 
and is easily removed from sleeping garments and bed 
linen. Because of its blandness, high degree of efficacy. 
and its cleanliness, it is ideally suited for controlling out- 
breaks of pediculosis in school children and in institu- 
tions. Supplied in 2 oz. and 1 Ib. jars. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION 
17 EAST 42ND STREET, NEW YORK 17, NEW YORK 


The trustee is Emery G. Pierce, 
Bradenton. 

GEORGIA 
State Society 

The officers are: President, Walter L. 
Jones, Rome; vice president, Lucien L. 
Trimble, Moultrie; secretary, Kenneth 
H. Wiley (re-elected), Atlanta; and 
treasurer, C. A. Means, Marietta. 

The trustees are Joseph L, McCrary, 
Jesup, Grover C. Jones, Macon, and 
Henry D. Webb, Columbus. 

Atlanta 

The officers are: President, Kenneth 
H. Wiley; vice president, A. F. Butter- 
field; secretary-treasurer, Ruth McNeff 
Glass, all from Atlanta. 

Committee chairmen are: Legislation, 
Hoyt B. Trimble, and program, Fred R. 
Lovell, both of Atlanta. 

At the meeting held May 8, Matt W. 
Henderson spoke and presented proctol- 


ogy pictures. The next meeting was 
scheduled for June 12. 
IDAHO 
State Society 

The officers are: President, Walter E. 
Smith, Lewiston; vice president, Leland 
J. Anderson, Boise; and secretary-treas- 
urer, Norman J. Jacobson, Moscow. 

ILLINOIS 
State Society 

The officers are: President, Louis A. 
Browning, Bloomington; president-elect, 
W. Fraser Strachan, Chicago; vice pres- 
ident, Ernest O. Larson, Galesburg; and 
executive secretary-treasurer, Mr. Albert 
S. Gardner (re-elected), Chicago. 

The trustees are Floriene A. Mauer, 
Evanston, J. G. Wagenseller, Chicago, 
Jacobine Kruze, Ottawa, and Wilmer N. 
Stienbarger, Augusta. 

The following addresses were sched- 
uled for the annual meeting held in 
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Chronic constipation, epigastric distress, nausea, belchin 
nervousness, flatulence, anorexia, intolerance to fats, an 
other symptons of bile deficiency... are all signals for the 
use of DPS 102.+The ingredients of DPS 102 are specifically formulated to provide 
rapid correction of the many symptons of biliary dysfunction. 
BILE SALTS —The bile salts in DPS 102 aid in the emulsification and digestion of fats, 
and overcome constipation by stimulating peristalsis. The intestinal antiseptic action 
of bile salts minimizes putrefactive fermentation, thus correcting nausea, belching, 
flatulence, epigastric distress. In addition, bile salts stimulate the secretory flow of 
e liver, increasing both the fluids and the solids of the bile. 
PANCREATIN —The therapeutic effects of DPS 102 are further enhanced by the natural 
enzymatic action of Pancreatin USP which supplies amylase for the digestion of 
cuehedaeten, trypsin for digestion of protein, and lipase for the digestion of fat. 
VITAMIN B1—To further aid in relieving distressing gastrointestinal symptons, DPS 
102 furnishes desiccated liver, duodenum and ae i 
B, which is instrumental in increasing the appetite, restoring normal peristalsis and 
combating the discomforts of neuritis. « 
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DARTELL LABORATORIES 
1226 South Flower St., Los Angeles 15, Calif. 


cortex, together with vitamin 


‘or quick and effective relief from the 


Chicago on May 12-14: “Anatomical 
Anomalies and Osteopathic Lesions,” Dr. 
Strachan; “Role of Liver in Metabo- 
lism,” Ida Kraus, Ph.D., Chicago; 
“ Brucellosis — Diagnosis, Management 
and Therapy,” Ransom L. Dinges, 
Orangeville; “Gastrointestinal Radiogra- 
phy” and “Radiation Therapy,” John 
Poehner, Chicago; “Electrolyte, Water, 
and Acid-Base Balance,” William J. 
Loos, Chicago; “Peripheral Vascular 
Diseases and Use of Alpha Tocopherol 
Acetate,” Evan V. Shute, M.D., London, 
Ontario, Canada; “Cardiovascular Dis- 
eases and Rheumatic Heart Disease and 
Use of Alpha Tocopherol Acetate,” Wil- 
frid E. Shute, M.D., Devils Lake, N. D.; 
“Function of ‘Public Relations’ in Our 
Economy,” Mr. Gardner; “Management 
of Malignancies of the Gastrointestinal 
Tract,” James O. Watson, Columbus, 
Ohio; “Indications for and Choice of 
Therapy in Establishing Electrolyte, 
Water, and Acid-Base Balance,” W. Don 


Craske, Chicago; “Technical Approach 
to Upper Dorsal and Cervical Prob- 
lems,” W. S. Fuller, Bloomington; and 
“Mechanics and Technics in Lumbopelvic 
Problem Cases,” Martin C. Beilke, Chi- 
cago. 
Seventh District 

The officers are: President, G. Frank- 
lin Zaring, Kankakee; vice president, 
Lucile M. Moriarity; secretary-treasurer, 
Jacobine Kruze, the latter two of Ot- 
tawa. 

The trustee is Dr. Kruze, and the 
alternate trustee and program chairman 
is Dale E. Craig, Joliet. 


INDIANA 
State Society 
The officers are: President, Francis E. 


Warner, Bloomington; first vice presi- 
dent, Howard Eastman (re-elected), 
Richmond; second vice president, Albert 
F. Kull, South Bend; secretary, L. A. 
Marohn (re-elected), Elkhart; treasurer, 
R. E. Harvey (re-elected), Valparaiso; 
executive secretary, Mr. E. W. Sher- 
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wood; and assistant executive secretary, 
Miss Helen E. Humphreys, the latter 
two of Indianapolis. 

The trustees are: Dale G. Treadwell, 
Auburn, David E. Turfler, South Bend, 
Paul van B. Allen, Indianapolis, Robert 
J. Vyverberg, Lafayette, C. Allen Brink, 
Princeton, and James H. McCormick, 
Elkhart. 

Department heads are: Public affairs, 
Dr. McCormick; professional affairs, 
Dr. Allen; public and professional wel- 
fare, Dr. Vyverberg. 

Committee chairmen are: Legislative, 
Herman E. Rinne, Indianapolis; hospi- 
tals and clinics, P. J. MacGregor, South 
Bend; public health, James F. Gipe, In- 
dianapolis; veterans care, Dr. Brink; 
compensation insurance, Paul B. Blakes- 
lee, Indianapolis; membership, Dr. Mc- 
Cormick; budget, Ernest Baker, Brazil; 
ethics, Dr. Treadwell; professional in- 
surance, L. A. Rausch, South Bend; 
vocational guidance, L. P. Ramsdell, La 
Porte; Osteopathic Progress Fund, Gail 
G. Jackson, Vincennes; convention pro- 
gram, Fred L. Swope, Richmond; revi- 
sions, Dr. Allen; auditing, E. M. Landis, 
Gary; press, J. E. Carter, Fort Wayne; 
radio, Joseph W. Kenney, Indianapolis ; 
other community activities, Dr. Turfler ; 
publications, Dr. Marohn; Kinsinger 
plaque, V. B. Wolfe, Walkerton; civil 
defense planning, Dr. Turfler; executive 
secretary, Dr. Rinne. 

A partial listing of the program for 
the annual meeting in Indianapolis May 
7-9 was announced in the May JourNAL. 
In addition, the program was to include 
the following: “The Newer Concept of 
the Osteopathic Lesion and Its Clinical 
Implication,” Irving M. Korr, Ph.D.; 
“X-Ray,” and “Technic,” James A. 
Keller, both of Kirksville, Mo.; “Utili- 
zation of Laboratory Procedures,” S. R. 
Damon, M.D.; a film on “Delivery 
Under Caudal Anesthesia”; and a dem- 
onstration of technic by J. E. Baker, 
Brazil, C. Allen Brink, Princeton, and 
Charles J. Blackman, Bluffton. 

District One 

The officers are: President, Nadine B. 
Fisher, Indianapolis; vice president, 
Thomas L. Dillon, Lebanon; and secre- 
tary-treasurer, Milton C. Hammer, In- 
dianapolis. 

District Five 

The officers are: President, Loran L. 
Taylor, Bloomington, and _secretary- 
treasurer, J. Wesley Elbert, Petersburg. 

IOWA 
State Society 

The officers are: President, Harold D. 
Meyer, Algona; vice president, Donald 
C. Giehm, Sioux City; secretary-treas- 
urer, Dwight S. James (re-elected), Des 
Moines. 

The trustees are Raymond S. Farran, 
Sioux City, Holcomb Jordan, Daven- 
port, and Robert K. Richardson, Algona. 

Committee chairmen are: Professional 
affairs, Dr. Farran; membership, Wi!- 
moth J. Mack, Hubbard; convention 
program, Dr. Giehm; hospitals, David H. 
Grau, Muscatine; ethics and censorship, 
Clive R. Ayers, Grant; convention ar- 
rangements, Rachel Hodges Woods, Des 
Moines; ophthalmology, Roy G. Trimble, 
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Montezuma; public affairs, G. A. Whet- 
stine, Wilton Junction; legal and legis- 
lative, Dr. Whetstine; veterans affairs, 
Jean F. LeRoque, Des Moines; profes- 
sional liability insurance, Harry L. Nel- 
son, Sioux City; maternal and child 
health, Harry A. Barquist, Des Moines; 
socialized medicine, Georgia I. Chalfont, 
Oskaloosa; cancer control, Robert E. 
Ashmore, Sioux City; grievance, O. 
Edwin Owen, Des Moines; public rela- 
tions and press relations, John K. John- 
son, Jr., Jefferson; publications, D. D. 
Olsen, Cedar Rapids; public education, 
W. Craig Tenney, Mt. Vernon; radio, 
H. L. Gulden, Ames; vocational guid- 
ance, Fred William Tente, Des Moines; 
public relations director, Mr. Frank 
Miles, Des Moines. 
State Society Auxiliary 

The officers are: President, “ie. Clay- 
ton Meyer, Des Moines; president-elect, 
Mrs. Malcolm Anderson, Sully; first 
vice president, Mrs. John K. Johnson, 
Ir., Jefferson; secretary, Mrs.. Kenneth 
B. Riggle; and treasurer, Mrs. Harry 
Elmets, both of Des Moines. 

KANSAS 
South Central 

J. Tracey Catlin, Eureka, spoke on 
“Sources of Anxiety in Pediatrics” at 
the April 20 meeting in Augusta, and a 
round-table discussion on the subject 
was held. 


MAINE 
State Society 


A partial listing of the program of 
the seminar on obstetrics and gynecology 
held in Waterville April 14-15 appeared 
in the May JournaL. In addition, the 
following speakers were to appear: Paul 
J. Gephart, Waterville, Wilfred S. 
Rambo, Jr., Bangor, each to give a talk 
on “X-Ray As a Diagnostic Aid in 
Pregnancy”; Clifford H. Keating, Rum- 
ford, and Sargent Jealous, Saco. 


MICHIGAN 
Western Michigan 


Sydney F. Ellias, Detroit, spoke on 
“Heart Diagnosis and Treatment” at the 
May 3 meeting in Muskegon. 

MINNESOTA 
State Society 

The officers are: President, Wallace 
F. Kreighbaum, Minneapolis; vice presi- 
dent, M. Sidney Hedeen, St. Paul; sec- 
retary-treasurer, E. R. Komarek (re- 
elected), St. Cloud. 

The trustees are D. A. Richardson, 
Austin, E. C. Goblirsch, Little Falls, 
Harold A. Lamb, Grand Rapids, Leon 
C. Nicholsen, Austin, and Constance 
Idtse, Minneapolis. 

The annual meeting was held in Min- 
neapolis on May 12 and 13. 


MISSOURI 
Buchanan 


A joint meeting was held with the 
Northwest Missouri association in St. 
Joseph on May 4, at which time Mr. 
August Kern, Jr., St. Louis, spoke on 
insurance; and Harold Poynter, O.D., 
Maryville, showed slides on the relation- 
ship of posture in children to the func- 
tion of the eyes. 


Central 
The May 18 meeting was held in 
Fulton. 
Central Ozark 
The guest speaker at the May 4 meet- 
ing in Crocker was John W. B. Hill, 
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SUPPORT for the aged 


There is evidence to show that poor posture is one of the factors in the aged 
“which accelerates the process of tissue deterioration.”* Thus, proper support 
is often indicated to improve posture and to relieve the tired back and 
muscles of old age. The patient pictured above, age 81, has worn Spencer 
Supports for the past eight years to relieve back fatigue and to support the 
ptosed abdominal organs. Her Spencers are designed so that there is no 
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D.D.S., of Rolla. The next meeting was 
scheduled to be held in Belle. 
Northeast 

The officers are: President, Howard 
Earl Gross; vice president, N. Sue 
Grassle; secretary-treasurer, William A. 
Jones (re-elected), all three of Kirks- 
ville; reporter, Peter A. Hopkins, Han- 
nibal; and parliamentarian, A. C. Hardy, 
Kirksville. 

Vernon H. Casner, Kirksville, was the 
speaker of the evening at the May 11 
meeting in Newark. 

Northwest 

See Buchanan County. 

Osage Valley 

The officers are: President, James G. 
Miller; vice president, Eldred S. Ma- 
cauley; and secretary-treasurer, Archie 
D. Boucher. All are from Jefferson City. 

At the meeting in Jefferson City May 


11, a round-table discussion on the state 
insurance program was held. 
St. Louis 

The program at the meeting of May 
16 was under the direction of Sam H. 
Leibov and James D. Hicks, St. Louis, 
and Ellsworth B. Whitmer, Webster 
Groves. 

Southeast 

The following officers have been 
elected, to take office September 1: 
President, George W. Ringland, Cape 
Girardeau; vice president, B. L. Frank- 
lin, Campbell; and secretary-treasurer, 
Gordon C. Hemphill, Bloomfield. 

The trustees are William A. Thomson, 
Cape Girardeau, Allen H. Christiancy, 
Kennett, and Carl M. Wildman, Perry- 
ville. 

The May 7 meeting was held in Cape 
Girardeau. 
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NOVOCOL CHEMICAL MFG. CO., Inc. = r~ of Monécaine Formate for Spinal 


Anesthesia are available on request. 


BROOKLYN 7, N. Y. (DEPT. CR) 


Please send reprints, literature 
and samples of Monécaine 
Formate for clinical trial. 


Guana} Monécaine Formate was introduced for subarach- 
vitia ’ noid anesthesia some ten years ago. Early clinical 
reports indicated that Monécaine Formate had 
marked advantages in safety and efficiency. Daily 
use during the past ten years has corroborated 
these early findings and established its advantages— 
Rapid Onset of Anesthesia! 
Prolonged Anesthesia with smaller doses! 
Lower Incidence of Complications! 


Safe and Effective! 


Monkcaine Formate is accepted by 
Pharmacy of the American Medical Association. 


and descriptive literature on 


the Council on 


MONTANA 
State Society 
According to an advance announce- 
ment, the following talks were to be 
presented at the fiftieth anniversary con- 
vention June 5-7 in Billings: “Psycho- 
somatic Medicine and Osteopathy,” and 
“General Diagnosis,” Byron E. Laycock, 
Des Moines, Iowa; “Therapeutic Value 
of Vitamins,” Mr. E. H. Hirth, Denver, 
Colo.; and “Pathology of the Heart,” 
“Early Diagnosis of Cancer,” “Pathol- 
ogy of the Kidney,” “Laboratory Inter- 
pretations,” “Pulmonary ~Tuberculosis,” 
and “Pathology of the Gallbladder and 
Liver,” Dorsey A. Hoskins, Kansas City, 
Mo. 
NEVADA 
State Society 
The officers are: President, LeRoy A. 


Edwards (re-elected); president-elect, 
Fred V. Griffith; secretary-treasurer, 
Thomas G. McCleary (re-elected). All 
are from Reno. 

The trustees are Walter L. White, 
Leroy F. Licklider, both of Reno, and 
Hobart Wray, Fallon. 

At the annual meeting in Reno May 
6, 7, H. Dale Pearson, Erie, Pa., and 
Vincent P. Carroll, Laguna Beach, Cal., 
discussed the national organization and 
health insurance. 

NEW JERSEY 
State Society 

Walter H. Miller, Bloomfield, has re- 
signed as president in order to take a 
residency in Ohio. George S. Gardner, 
Spring Lake Heights, formerly presi- 
dent-elect and director of District Five, 
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has been named president for the re- 
mainder of the term. 

John C. Morresy, Long Branch, was 
elected to replace Dr. Gardner as di- 
rector of: District Five. 


State Society Auxiliary 
A partial listing of the officers was 
given in the May Journat, In addition, 
the secretary is Mrs. Mortimer J. Sulli- 
van, Montclair, and the treasurer is Mrs. 
G. Randall Atkinson, Upper Montclair. 


Morris County 
Howard A. Lippincott, Moorestown, 
discussed the osteopathic technic of Wil- 
liam G. Sutherland at the April 19 meet- 
ing in Morristown. 


NORTH DAKOTA 
State Society 
The annual refresher course was to 
be held May 27 and 28 in Valley City, 
with Martin C. Beilke, Chicago, as out- 
of-state speaker. 


OHIO 
State Society 

The officers are: President, Theodore 
C. Hobbs, Columbus; vice president, 
R. E. Bennett, Middletown; president- 
elect, Domenic J. Aveni, East Cleveland ; 
executive secretary, Mr. William S. 
Konold (re-elected), Columbus; and 
treasurer, W. D. Henceroth, Grove City. 

The trustees are William C. Cozad, 
Clyde, Ralph D. Ladd, Toledo, William 
B. Carnegie, Cleveland, Charles L. Nay- 
lor, Ravenna, Carl B. Gephart, Dayton, 
Tom V. Canfield, Cincinnati, J. E. 
Wiemers, Marietta, and Dr. Henceroth 

Committee chairmen are: Civil de- 
fense, Robert G. Mertens, Columbus; 
convention, Robert H. Gibson, Marys- 
ville; education, Roger E. Bennett, Mid- 
dletown; surgery, Frank A. Dilatush, 
Dayton; eye, ear, nose and throat, Ralph 
S. Licklider; orthopedics, Harold E. 
Clybourne, both of Columbus; proctol- 
ogy, Randall O. Buck, Toledo; general 
medicine, Frank R. Spencer, Columbus ; 
roentgenology, Raymond P. Keesecker, 
Cleveland; anesthesiology, Robert — L. 
Thomas, Columbus; obstetrics and gyne- 
cology, Robert F. Haas, Dayton; applied 
science, L. E. Walters, Lakewood; goli, 
Leonard D. Sells, Columbus; grievance, 
John W. Mulford; historian, Walter H. 
Siehl, both of Cincinnati; insurance, Dr. 
Canfield; legislation and legal matters, 
James O. Watson, Columbus; member- 
ship, Harold R. Hunter, Akron; past 
presidents club, Dr. Haas; physicians 
location, Leo R. Conley, Columbus; pro- 
fessional affairs, Dr. Carnegie; progress 
fund, Dr. Licklider; public affairs, Dr. 
Haas; special committee to study con- 
stitutional amendments and district 
boundaries, Dr. Mulford; vocational 
guidance, William K. Lowry, Columbus; 
and convention program, Dr. Bennett. 

State Society Auxiliary 

The officers are: President, Mrs. The- 
odore C. Hobbs, Columbus; first vice 
president, Mrs. D. M. Stingley, Dayton; 
second vice president, Mrs. H. W. Noll, 
Akron; secretary, Mrs. Nelson J. Mus- 
son, Fremont; treasurer, Mrs. C. &. 
Andlauer, Dayton; and historian, Mrs. 
O. W. Price, Findlay. 
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Hospital Association 

The officers are: President, Stephen 
Sheppard, Cleveland; vice president, 
Florence Cody, Toledo; secretary-treas- 
urer, Ethan A. Paisley (re-elected), 
Akron. 

Mrs. Dale Drake, Toledo, and Paul 
Riemann, Marietta, are the trustees. 

At the annual’ meeting, held in con- 
junction with the state convention, 
Messrs. William S. Konold, Charles J. 
Chastang, and James G. Cox appeared 
m the program, which also included a 
veneral discussion of administrative 
wroblems and hospital procedures. 

A meeting was scheduled to be held 
in East Cleveland in June. 

First District (Toledo) 

The officers are: President, Russell F. 
Beck, Toledo; vice president, Coit A. 
Black, Defiance; president-elect, Verne 
C. Lechner; secretary-treasurer, 
Charles F. Koepke, both of Toledo. 

Second District (Sandusky) 

The officers are: President, Robert J. 
Mulford (re-elected), Amherst; vice 
president, Nelson J. Musson (re-elected), 
Fremont; secretary-treasurer, . V. 
White (re-elected), Vermilion. 

The trustees are Forrest F. Yoder, 
Bellevue, Ervin R. Arnold, Lorain, and 
James E. Walker, Sandusky. 

Committee chairmen are: Professional 
relations, Carle W. F. Koehler; public 
relations, Harrison W. Pratt, both of 
Sandusky; legal and legislative, Ray- 
mond H. Curtis, Lorain; and program, 
Robert A. Williams, Elyria. 

Third District (Cleveland) 

The officers are: President, J. W. 
Engel; vice president, Wayne R. Broad- 
well; president-elect, Jerry A. Zinni; and 
secretary-treasurer, Stanley B. Koerner 
(re-elected), all of Cleveland. 

Sixth District (Lima) 

The officers are: President, Joseph W. 
Clark, Delphos; vice president, Richard 
J. Biery; secretary, Harry M. Elsner, 
both of Lima; and treasurer, C. F. 
Zahner, Ottoville. 

The trustees are Elmer L. Yinger, St. 
Marys, and H. R. Stallbohm and How- 
ard E. Wisterman, both of Lima. 

Committee chairmen are: membership, 
Dr. Wisterman; ethics, Josephine L. 
Peirce, Lima; hospitals, Dr. Zahner; 
legislation, Dr. Biery; vocational guid- 
ance, Dr. Peirce; industrial and institu- 
tional service, Dr. Elsner; public rela- 
tions, J. W. Morrow, Bellefontaine; 
program, Mary Bashor Yinger, St. 
Marys; public and professional welfare, 
W. C. Trapp, Van Wert; veteran re- 
habilitation, R. B. Mitchell, Leipsic; 
physicians’ relocation, Dr. Stallbohm; 
and professional affairs, William S. 
Peirce, Lima. 

Seventh District (Mansfield) 

The officers are: President, A. D. 
Bumstead, Bucyrus; vice president, H. 
H.  Rouzer, Galion; secretary- 
treasurer, Alonzo F. Southard, Mt. 
Gilead. 

Eighth District (Akron) 

The officers are: President, Elmer E. 
Solt; president-elect, Wesley V. Bou- 
dette; vice president, James E. Dunham, 
all three of Akron; and _secretary- 


treasurer, John W. Lash, Barberton. 


tine. 


and extremely low in sodium. 


minimum sodium content. 


FRE 


GUIDE BOOKS 


diets are available upon request. 
Address Knox Gelatine, Dept. 
N-13, Johnstown, N. Y. 


TIENTS requiring diets low 

in sodium appreciate the wide, 
appetizing variety of low-sodium 
main dishes, salads and desserts 


made with Knox Unflavored Gela- 


Knox Gelatine itself contains 
less than 30 mg. of sodium per 
100 gm. of protein. Unlike ready- 
flavored gelatin dessert powders, 
with their high sodium and sugar 
content, Knox is all gelatine, all 
protein, with no sugar content 


In the Knox package your pa- 
tients will find suitable recipes 
with which to begin their regime 
of gel-cookery. Hundreds of addi- 
tional recipes are available, using 
fresh vegetables, fruits and juices; 
lean meats, poultry and fresh-water 
seafood; and other ingredients of 


SPECIAL DIETARY 


A series of booklets devoted to 
menus and recipes for prescribed 
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A Versatile Aid In 
Low Sopium DIETs 


ne U. s. 
ALL PROTEIN 
SUGAR 


The trustees are Harold W. Nolf and 
Lloyd Z. Kammer, Akron, and Charles 
L. Naylor, Ravenna. 


Ninth District (Warren) 

The officers are: President, Hyde H. 
Storey, Warren; vice president, C. M. 
Mayberry, Liverpool; and _secretary- 
treasurer, Walter H. Miller, Columbus. 

Tenth District (Canton) 

The officers are: President, Isadore 
Browarsky (re-elected), Massillon; vice 
president, Edwin C. White; and secre- 
tary-treasurer, Marie A. Keener (re- 
elected), both of Canton. 

Joseph F. Rader, Massillon, and Rob- 
ert J. Swoger, Canton, are the trustees. 

Committee chairmen are: Membership, 
Dr. Swoger; ethics, John P. Flynn, Al- 
liance; hospitals, Dr. White; clinics, 


Charlotte E. Weaton, Massillon; statis- 
tics, Dr. Keener; convention program 
and convention arrangements, Dr. Bro- 
warsky; legislation, G. E. Brooker, 
Canton; vocational guidance, Dr. Swo- 
ger; public health, Dr. Rader; industrial 
and institutional service, P. H. Swezey, 
Massillon; and public relations, Dr. 
White. 
Eleventh District (Dayton) 

The ‘officers are: President, J. H. 
Mohler; president-elect, James N. Fox; 
vice president, Warren G. Lauffer, all 
three of Dayton; and secretary-treasurer, 
Fordyce M. Sutherland, West Man- 
chester. 

At the meeting in Dayton April 16, 
Paul F. Brenner, Dayton, was to report 
on the Osteopathic Progress Fund. 
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YEARS OF CLINICAL EXPERIENCE } 
MUST EVER REMAIN THE FINAL 
TEST OF THERAPEUTIC AGENTS 


1+ CH; (CH2)7 CHS CH + COOH + CnH2n+2 = IODEX 


1ODEX (plain) 


for MINOR BURNS, WOUNDS 
AND ABRASIONS, ENLARGED 
GLANDS, BOILS, ABSCESSES 
AND MANY SKIN DISORDERS. 


IODEX stimulates cell proliferation . . . promotes normal 
granulation . .. helps to restore the normal degree of 
skin acidity which counteracts infection. 


IODEX’ is an organic combination of iodine which by per- 
cutaneous absorption slowly gives up its iodine content. 


*IODEX cum 
Methyl Salicylate 


Samples and literature on request 


MENLEY & JAMES. LTD 


NOT ENOUGH 


‘Sal 
for its analgesic effect). 
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1ODEX Methyl Sal 

for STRAINS, SPRAINS, MUS- 
CLE AND RHEUMATIC PAINS. 
ALSO HELPS RELIEVE THE 
ITCHING IN SKIN DISEASES. 


(same formula with 


Twelfth District (Springfield) 

The officers are: President, Charles F. 
Balmer, Urbana; vice president, Paul R. 
Smith; secretary, Frank J. Krumbholtz; 
and treasurer, James F. Minear, the 
latter three from Springfield. 

The trustees are Paul C. Van der 
Voort, Wilmington, and Dr. Krumholtz. 


Thirteenth District (Columbus) 

The officers are: President, Paul J. 
Keckley; vice president, Leonard D. 
Sells; and secretary-treasurer, Mary E. 
Williams (re-elected), all of Columbus. 

The trustee is Donald E. McBride, 
Westerville. 

OKLAHOMA 
State Society 

The third postgraduate course, spon- 
sored jointly by the U. S. Public Health 
Service, Oklahoma State Department of 


Health, and the Oklahoma Osteopathic 
Association was scheduled for Tulsa on 
May 31 and for Oklahoma City on June 
1. The subject for discussion was to 
be “Pathology and Management of Pul- 
.monary Diseases”; and the following 
were among the talks to be given, ac- 
cording to an advance announcement: 
“Pathogenesis of the Pneumonias,” 
“Pathologies of Pulmonary Malig- 
nancies,” and “Pathologies of Tubercu- 
losis and Other Pulmonary Diseases,” 
Robert P. Morhardt, South Pasadena, 
Calif.; and “Clinical Diagnosis and 
Management of Pneumonias,” “Clinical 
Diagnosis and Management of Pulmon- 
ary Malignancies,” and “Clinical Signs, 
Diagnosis and Management,” Neil R. 
Kitchen, Detroit. Group discussions were 
also to be included in the program. 
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Cimarron Valley 
Mr. Walter L. Gray, Oklahoma City, 
was the principal speaker at the May 
10 meeting in Yale. 


Eastern 

A joint meeting was held with the 
Okmulgee society in Muskogee on April 
27, with Mr. Walter L. Gray the prin- 
cipal speaker. 

Kay-Osage 

The officers are: President, W. W. 
Palmer, Blackwell; vice president, D. 
W. Streitenberger, Ponca City; and sec- 
retary-treasurer, Richard C. Rogers, 
Blackwell. 

Mr. Walter L. Gray was the speaker 
at the meeting in Ponca City on May 11. 
Northwestern 

The officers are: President, A. W. 
Janzen, Enid, secretary-treasurer, 
Ivan L. Clark, Kingfisher. 

Program committee members are Nel- 
son L. Hastings, Enid, and Edward R. 
Green, Crescent. 

A meeting was held in Enid on May 
25. The next meeting is scheduled for 
September 28. 

Oklahoma-Canadian 
At the May 9 meeting Mr. Walter L. 
Gray was the principal speaker. 
Okmulgee 
See Eastern District. 
OREGON 
Portland 

The officers are: President, Luther H. 
Howland, and secretary-treasurer, D. H. 
Schmidt, both of Portland. 

A meeting was held May 9. 

RHODE ISLAND 
State Society 
The officers are: President, Terrell E. 


Cobb; vice president, William H. Lum; 
secretary, Harrie L. Davenport Jr.; and 
treasurer, Frederick F. Manchester (re- 
elected). All are from Providence. 

Committee chairmen are: Legislative, 
Frederick S. Lenz, Cranston; and pub- 
licity and vocational guidance, Alan 
Pekow, Providence. 

SOUTH DAKOTA 


: State Society 
According to an advance announce- 


ment, the program for the annual meet- 
ing in Custer June 4-6 was to include 
the following: “The Diagnosis of Acute 
Abdominal Lesions,” “Diagnosis of 
Pathology of the Urinary Tract,” “Man- 
agement of Prostatic Hypertrophy,” and 
“Present-Day Methods of Treatment for 
Peptic Ulcer,” E. F. Leininger, Des 
Moines, Iowa; and “Principles of Osteo- 
pathic Technic,” and “Dr. Still Was 
Successful in Ten-Fingered Osteopathy 
—We Can Be Too,” William J. Huls, 
Davenport, Iowa. Dr. Huls was also to 
give demonstrations of body balance and 
lesion patterns, and of technic. 

Also included in the program were a 
film and a round-table discussion. 

TEXAS 
State Society 

The officers are: President, George J. 
Luibel, Fort Worth; president-elect, 
Samuel F. Sparks, Dallas; first vice 
president, Archie L. Garrison, Port Ar- 
thur; second vice president, Robert J. 
Brune, Corpus Christi; executive secre- 
tary-treasurer, Phil R. Russell, Fort 
Worth. 

The trustees are: R. H. Peterson, 
Wichita Falls, Wayne M. Smith, Jack- 
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sonville, Sherman P. Sparks, Rockwall, 
Wiley B. Rountree, San Angelo, Merle 
Griffin, Corpus Christi, Elmer C. Baum, 
Austin; Earle H. Mann, Amarillo, James 
T. Hagan, Longview, and J. R. Alexan- 
der, Houston. 

Committee chairmen are: Public 
health, Everett W. Wilson, San An- 
tonio; associate members, Dr. Baum; 
membership, William H. Van De Grift, 
Austin; bureau of conventions, Dr. 
Alexander; selective service, John B. 
Donovan, Austin; parliamentarian, Jo- 
seph L. Love, Austin; public and pro- 
fessional welfare, H. G. Grainger, Tyler; 
radio, Ross M. Carmichael, Dallas; 
speakers bureau, W. H. Sorenson, Port 
Arthur; hospital activities, Jerry O. 
Carr, Fort Worth; veterans affairs, Dr. 
Brune; vocational guidance, Dr. Gar- 
rison; emergency disaster, Russell L. 
Martin, Mt. Pleasant; mid-year program, 
general, Dr. Sparks, and local, Glenn R. 
Scott, Amarillo; physicians relocation, 
Daniel D. Beyer, Fort Worth!‘ ptofes- 
sional statistics, Milton V. Gafney, 
Tyler; industry and insurance, Ward L. 
Huetson, Denison; and censorship and 
ethics, Dr. Griffin. 

Hospital Association 

A partial listing of officers was given 
in the June Journat. In addition, the 
vice president is Roy B. Fisher, and the 
secretary-treasurer and business mana- 
ger is Mr. L. C. Baxter, both of Fort 


Worth. 
Dallas County 
The officers are: President, John W. 
Drew; vice president, Ross M. Car- 
michael; secretary-treasurer, H. K. Mc- 
Dowell, all of Dallas. 
The trustees are Charles E. Still, Jr., 
and L. C. Woody, both of Dallas. 
Committee chairmen are: Membership, 
Dr. Woody, and public health, Robert E. 
Morgan, also of Dallas. 
District Eight 
A meeting was scheduled to be held 
in Corpus Christi on May 21. 


VIRGINIA 
State Society 
The officers are: President, Leslie R. 
Luxton, Waynesboro; vice president, 
William C. Spence, Jr., Alexandria; 
president-elect, Andre Aijllaud, Char- 
lottesville; and secretary-treasurer, 
Ralph M. Stokes (re-elected), Ports- 
mouth. 
WASHINGTON 
State Society 
Orville M. Herr, Wenatchee, was re- 
elected trustee of District Four; H. L. 
Chadwick, Spokane, was re-elected trus- 
tee of District Five; Russell L. Herr, 
Yakima, is the trustee of District Six; 
and Harry L. Davis, Walla Walla, was 
re-elected trustee of District Seven. 


WEST VIRGINIA 
State Society 

The officers are: President, William 
W. Wells, Mullens; president-elect, Ed- 
ward D. Hersh, Weirton; vice president, 
Roland P. Sharp, Mullens; secretary- 
treasurer, Guy E. Morris (re-elected), 
Clarksburg. 

The trustees are R. H. DeWitt, Park- 
ersburg, Roy W. Eshenaur, Point Pleas- 
ant, and Harwood James, Beckley. 
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... tastes like salt 


sprinkles like salt. 


looks like 


toxemias 
of pregnancy 


CO-SALT tastes so much like table salt that low so- 
dium diet patients can actually enjoy their food again. 
With CO-SALT in place of sodium chloride, they will 
cooperate more fully in following your diet...will 
be better nourished ...and intake of edema-causing 
sodium will be held to a minimum. 


CO-SALT CONTAINS NO LITHIUM . . . is not bitter, 
metallic, or disagreeable in taste. It is the only salt 
substitute that contains choline. 


CO-SALT — for use at the table or in cooking—will 


be a joy to low-sodium diet patients. 


Professional Samples INGREDIENTS: Choline, potassium chloride, ammo- 
Upon Request nium chloride and tri-caicium phosphate. 
Accepted for advertising in 
the Journal of the American 
Available: 


affiliate of U. S. VITAMIN CORPORATION 
250 E. 43rd St. » New York 17, N. Y. 


Department chairmen are: Professional 
affairs, Robert B. Thomas, Huntington; 
and public affairs, Dr. James. 


Bureau heads are: Professional edu- 
cation, William J. Morrill, Huntington; 
professional development, Mervin E. 
Meck, Pineville; hospitals, Dr. Eshen- 
aur; public education on health, Rollo J. 
Morey, Parkersburg; public health and 
education, Dr. Sharp; industrial and 
institutional service, A. B. Graham, 
Wheeling; business affairs, Dr. Morris. 


Committee chairmen are: Ethics and 
censorship, Donald C. Newell, Oak Hill; 
membership effort, Joseph B. C. Bart- 
ram, Glenville, and B. R. Kinter, Blue- 
field; professional visual education, 


Harry L. Myer, Vienna; distinguished 
service certificate, Robert E. Coda, Mor- 
gantown; research, Robert E. Nye, 
Charleston; specialty groups, Dr. De- 
Witt; conventions, general chairman, Dr. 
Hersh; conventions, local chairman, 
Theodore L. Sharpe, Martinsburg; re- 
fresher course, C. K. McFarland, St. 
Albans; convention arrangements, Dr. 
Sharpe; exhibits, W. R. McLaughlin, 
Parkersburg; program, Dr. Hersh; pub- 
lic relations, Dr. Morey; Osteopathic 
Progress Fund, John M. Baron, Weir- 
ton; state unit contact, Dr. Graham; 
veterans rehabilitation, E. A. Schaekel, 
Mason; vocational rehabilitation, Dr. 
Morrill; bill, J. H. Robinett, Hunting- 
ton; and fact finding, Dr. Eshenaur. 
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new and different salt substitute gg 
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2 oz. shaker ssociation. 

Sen Casimir Funk Laboratories, Inc. 
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Endo 


many common disturbances of the stom- 
ach or intestines can be achieved with 
discrimination and safety. Mesopin is indicated-for 
the relief of gastrointestinal spasticity, such as pyloro- 
spasm, cardiospasm, spastic colon, and biliary spasm. 


IMESOPIN 


SELECTIVE GASTROINTESTINAL ANTISPASMODIC 


SUPPLY: Elixir in 16 ounce bottles; tablets in bottles of 100. 
MESOPIN (homatropine methy] bromide )—2.5 mg. per teaspoonful of elixir 
or per tablet. Also supplied: MESOPIN-PB*—2.5 mg. Mesopin and 
15 mg. (1/4 gr.) phenobarbital per teaspoonful of elixir or per tablet. 


Detailed literature and samples on request. 


ENDO PRODUCTS INC., RICHMOND HILL 18, NEW YORE 
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When pain, heartburn, 
belching, nausea, or 
unstable colon are due to 
gastrointestinal spasm, 
Mesopin provides an effec- 4 
tive means for prompt relief. Its 


spasticity without the undesirable 
side effects of atropine or bella- 
donna. Thus, symptomatic relief of 


Legal counsel is Mr. Ralph H. Smith, 
and Federal-state coordinator is Charles 
L. McDonald, both of Charleston. 


Southern West Virginia 
The officers are: President, Paul L. 
Abshire, Bluefield; vice president, Don- 
ald C. Newell, Oak Hill; and secretary- 
treasurer, Eva L. Teter, Beaver. 


WISCONSIN 
Madison District 
The officers are: President, Earle R. 
Kettner, Janesville; vice president, Sam- 
uel H. Fink (re-elected), Beloit; secre- 
tary-treasurer, Marvina W. Wilson (re- 
elected), Madison. 


Milwaukee District 
The officers are: President, Clifford 
I. Groff; vice president, Carl V. Blech; 
and secretary-treasurer, James S. Crane, 
all of Milwaukee. 


SPECIAL AND SPECIALTY 
GROUPS 


ACADEMY OF APPLIED OSTEOPATHY 
Southwestern 

According to an advance announce- 
ment, the following talks were to be 
included in the program of the post- 
graduate course which was to be held 
in Fort Worth May 1-4: “The Response 
of the Spinal Ligaments to Abnormal 
Stress,” H. V. Hoover, Tacoma, Wash. ; 
and “Physiologic Motion of the Spine,” 
George W. Northup, Livingston, N. J. 


AMERICAN COLLEGE OF 
OSTEOPATHIC PEDIATRICIANS 


Region I 
Among the talks presented at the an- 
nual New York meeting were “Medical 
Conditions in the Mother Affecting the 
Fetus,” William S. Spaeth, “Effect of 
Obstetrical Conditions on the Newborn,” 
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Frank E. Gruber, “Resuscitation of the 
Newborn,” Leo C. Wagner, and “Effect 
of Obstetrical Anesthesia on the New- 
born,” Samuel Brint. All the speakers 
were from Philadelphia. 

MICHIGAN OSTEOPATHIC SOCIETY 
OF OBSTETRICIANS AND 
GYNECOLOGISTS 
The spring meeting, which was to be 
held in Detroit May 14, included the 
following in its program: “Medical Rea- 
sons for Therapeutic Abortion,” Stanley 
J. Turner, Highland Park, and “A New 
Method of Infant Feeding,” Charles K. 
Norton, Royal Oak. A round table dis- 
cussion was to be led by James G. 
Matthews, Highland Park, Delle A. 
Newman, Detroit, and Howard E. Roh- 
leder, Garden City; and a technical film 

was to be shown. 
NEW JERSEY X-RAY SOCIETY 
Crawford A. Butterworth, Millburn, 


spoke at the April 23 meeting in Newark. 


State and National Boards 


ALBERTA 
Examinations in September. Address 
G. B. Taylor, acting registrar, Office of 
the Registrar, University of Alberta, 
Edmonton. 
ARIZONA 
The officers of the Osteopathic Board 
of Registration and Examination are: 
President, N. E. McBride, St. Johns; 
vice president, Wayman A. Seydler; and 
secretary-treasurer, A. B. Stoner, the 
latter two of Phoenix. 
ARKANSAS 
Basic science examinations in October. 
Address L. G. Gebauer, M.D., secretary, 
Basic Science Board, 701 Main Street, 


Little Rock. 
COLORADO 

Professional examinations October 3. 
Address George H. Gillen, M.D., secre- 
tary, Board of Medical Examiners, 831 
Republic Building, Denver 2. 

Basic science examinations September 
13-14 in the Lecture Room, second floor, 
Y.M.C.A. Building, 16th and Lincoln 
Streets, Denver. Applications must be 
filed on or before August 30. Address 
Esther B. Starks, D.O., secretary, Basic 
Science Board, 1459 Ogden St., Denver 3. 

CONNECTICUT 

Basic science examinations October 14. 
Applications must be received 2 weeks 
before examination. Address Miss M. G. 
Reynolds, Executive Assistant, State 
Board of Healing Arts, 110 Whitney 
Ave., New Haven 10. 

DISTRICT OF COLUMBIA 

Basic science examinations in October. 
Address Daniel L. Seckinger, M.D., sec- 
retary, Health Department, Commission 
on Licensure, East Municipal Building, 
Washington, D. C. 

HAWAII 

Examinations October 11. Address 
Mabel A. Runyan, D.O., secretary, Board 
of Osteopathic Examiners, 2333 C. Kala- 
kaua Avenue, Honolulu 30. 

ILLINOIS 

Examinations October 10-12 in Chi- 
cago. Application must be filed 15 days 
prior to the examination. Address Charles 
F. Kervin, Superintendent of Registra- 
tion, Illinois Department of Registration 
and Education, State House, Springfield. 


ad 
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IOWA 
Basic science examinations August 8 
and October 10 in Des Moines. Address 
Ben H. Peterson, Ph.D., Coe College, 
Cedar Rapids. 


MARYLAND 
Examinations in October. Address 
Walter H. Waugaman, D.O., secretary, 
Board of Osteopathic Examiners, 33 S. 
Centre St., Cumberland. 


MICHIGAN 
Basic science examinations in October 
at Wayne University, Detroit, and Uni- 
versity of Michigan, Ann Arbor. Address 
Miss Eloise LeBeau, secretary, Board of 
Examiners in the Basic Sciences, 101 
N. Walnut St., Lansing. 


MINNESOTA 
Professional examinations September 
12. Address George F. Miller, D.O., sec- 
retary, Board of Osteopathic Examiners, 
601 Dayton Avenue, St. Paul 2. 


Robert H. Clark, Northfield, has been 
re-elected president of the Board and 
George F. Miller, St. Paul, has been 
re-elected secretary-treasurer. 


Basic science examinations October 3-4 
in Millard Hall, University of Minne- 
sota, Minneapolis. Applications must be 
filed a week in advance. Address Ray- 
mond Bieter, M.D., secretary, Board of 
Examiners in the Basic Sciences, 126 
Millard Hall, University of Minnesota, 
Minneapolis 14. 

MONTANA 

Examinations in September. Address 
Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma _ Bldg., 
Missoula. 


NEBRASKA 

Newell Zuspan, Grand Island, is presi- 
dent of the Osteopathic Board of Exam- 
iners; Ivan P. Lamb, Palisade, is vice 
president; and Orville D. Ellis, Lincoln, 
is the secretary. 


Basic science examinations October 2 
and 4 at University of Nebraska College 
of Medicine, Omaha. Applications must 
be filed 15 days prior to the examination. 
Address Mr. Oscar F. Humble, Director, 
Bureau of Examining Boards, State 
House, Lincoln. 


NEW HAMPSHIRE 
Examinations September 14-15 in 
Concord. Address John S. Wheeler, 
M.D., secretary, Board of Registration 
in Medicine, State House, Concord. 
NEW JERSEY 
Examinations October 17. Applications 
must be filed 20 days prior to the exami- 
nation. Address E. S. Hallinger, M.D., 
secretary, Board of Medical Examiners, 
28 W. State St., Trenton. 
NEW MEXICO 
Basic science examinations August 6. 
Address Miss Marguerite Kilkenny, As- 
sistant Secretary of State, c/o Office of 
Secretary of State, Santa Fe. 
NEW YORK 
Examinations October 3-6. Applica- 
tions must be filed by October 18. Ad- 
dress Jacob L. Lochner Jr., M.D., secre- 
tary, Board of Medical Examiners, State 
Department of Education, 23 South 


Pearl Street, Albany 7. 
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. . . all with interior illumination. 


Autoclaves with selective tempe 
no extra cost. 


«THE PELTON & CRANE 


The PELTON line affords the widest selection of 
private office sterilizers offered by any manufacturer: 


Portable Sterilizers, 8 to 20 inches, automatic 
or manual control, bright or satin chrome finish. 


Cabinet Models featuring enamel or laminated 
tops, with or without timer, double or single door 


PELFOR 


rature control at 


Water Sterilizers in 2- and 5-gallon sizes. 


Price conscious or luxury minded, your logical 
choice is PELTON. Write for complete details. 


SIONAL EQUIPMENT 


CO., DETROIT 2, MICH. | 


OREGON 
Basic science examinations September 
9. Address Charles D. Byrne, Ph.D., 
secretary, Board of Higher Education, 
Eugene. 
PUERTO RICO 
Examinations September 5 in San 
Juan. Address Mr. Luis Cueto Coll, 
Board of Medical Examiners, Box 3717, 
Santurce. 
RHODE ISLAND 
Professional examinations October 5. 
Basic science examinations in August. 
Address all communications to Mr. 
Thomas B. Casey, Administrator of Pro- 
fessional Regulations, State Office Build- 
ing, Providence. 


TENNESSEE 


Examinations in July in Nashville. 
Address M. E. Coy, D.O., secretary, 


Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land Avenue, Jackson. 
WASHINGTON 

Examinations in July. Address Mr. 
George C. Starlund, acting director, De- 
partment of Licenses, Olympia. 

WISCONSIN 

Basic science examinations September 
30 in the Assembly Chamber, State Capi- 
tol, Madison. Applicatior’s must be filed 
by September 23. Address Professor 
William H. Barber, secretary, Board of 
Examiners in the Basic Sciences, Ripon 
College, Ripon. 

WYOMING 

Examinations October 2-3 in Chey- 
enne. Address G. M. Anderson, M.D., 
secretary, Board of Medical Examiners, 
State Capitol, Cheyenne. 
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212 E. Ohio St. 


SEASONABLE—Undated Copies 
OSTEOPATHIC HEALTH 


$2.00 per 100 for 24-Page Booklet 
Envelopes 50c per 100 


SCIENTIFIC WEIGHT REDUCTION ; Diabetes. 
GRAVITY IS RELENTLESS ; Stomach Ulcer ; The Osteopathic Lesion 


—An Explanation. 


OVERCOMING CONSTIPATION ; Little Accidents ; The Osteopathic 
Care of Goiter. 


MAN vs. GRAVITY ; Summer Precautions ; Manipulative Therapy and 
Osteopathy. 


HAY FEVER; Habit-Forming Pain Killers; Nervousness In Children 


and Its Relation to Posture. 


VISCEROPTOSIS ; Gall-Bladder Disease ; Osteopathy As Preventive 
Medicine ; Childhood Accidents. 


INFANTILE PARALYSIS ; Health Through Osteopathy ; What’s In A 
Name? 


SUMMER COLDS; The Influence of Music on Health; Thirty White 
Horses ; The Osteopathic Lesion. 


TENNIS ELBOW ; Laryngitis ; The Menace of Fatigue ; Home Care of 
the Sick; Disease Prevention Through Osteopathy. 


PREVENTION OF SPINAL CURVATURE; Osteopathic Care of 
Goiter; Comfort During Hot Weather; The Kingdom of Health Is 
Within You; What Is Osteopathy? 


THE SCIENCE OF OSTEOPATHY ; Why Condemn Innocent Tonsils ; 
Mental Health; Chigger Mites. 


ALLERGY ; Relief from Asthma and Hay Fever ; Childhood Accidents. 


VACATION DO’S AND DON’TS; Guard Against Infantile Paralysis ; 
Rheumatic Fever; Look to Your Nerves. 


AMERICAN OSTEOPATHIC ASSOCIATION 
Chicago 11, Hlinois 


The Alkalol Company, Taunton23, Mass. 
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RE-REGISTRATION OF OSTEOPATHIC 
LICENSES 


July 1—within period of 60 days fol- 
lowing — Indiana, $5.00 for residents; 
$10.00 for non-residents. Address Paul 
R. Tindall, M.D., secretary, State Board 
of Medical Registration and Examina- 
tion, 20 N. Pike St., Shelbyville. 

August 1—New Mexico, $3.00. Ad- 
dress H. E. Donovan, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Donovan Osteopathic Clinic 
and Hospital, Raton. 

September 1—Nebraska, $1.00. Ad- 
dress Mr. Oscar P. Humble, Director of 
Bureau of Examining Boards, State De- 
partment of Health, Lincoln. 

September 1—Ohio, $2.00 Address 
H. M. Platter, M.D., secretary, State 
Medical Board, 21 W. Broad St., Co- 
lumbus 15. 


EXAMINATIONS BY NATIONAL 
BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 
approved colleges. Application blanks 
may be obtained from the secretary, 
and the completed application blank, to- 
gether with a passport photograph and 
check for the part or parts to be taken, 
must be in the Secretary's office by the 
November 15, or April 15 preceding ex- 
amination. Part III of the examination 
will be given in specific locations at the 
discretion of the Board for the conven- 
ience of the applicant. 

Examinations in Part I consist of 
anatomy, physiology, pathology, chemis- 
try, and bacteriology. Part II consists 
of examination in mental diseases, sur- 
gery, obstetrics and gynecology, pediat- 
rics, public health, osteopathic theory 
and practice. Part III is an oral exam- 
ination. 

Address Paul van B. Allen, D.O., 
acting secretary, 1500 N. Delaware 
Street, Indianapolis 2, Indiana. 


GRADUATES OF 
COLLEGE OF OSTEOPATHIC 
PHYSICIANS AND SURGEONS 
_ June 16, 1950 

Abrams, Louis 
Bare, Jack Lyman 
Baskett, Leslie Dale 
Bell, William Milton 
Black, Harold C. 
Buselmeier, Rudolph Edward 
Campbell, Nell Kemp 
Carlton, Herbert LeeRoy 
Chestnut, Hervy Henderson 
Condie, Afton 
Daughters, Harry Lawrence 
DeWitt, Roy Louis 
Duarte, Arthur Louis 
Dubrin, Stanley 
East, Edward Arnold 
Eglin, Jack M. 
Essex, Harold E. 
Freitas, William Jerome 
Fyson, Edward Hil 
Gelfand, Alexander Jacob 
Geralt, Algerd Walter 
Greenberg, Alvin 
Grum, Dorothy C. (Crowell) 
Hess, Theodore G. W. 

ahn, James Griffith 

olivette, Stanley William 
ordan, Frederick A. 

aupke, Mangold 
Krauss, Gordon L. 

Kunin, Milton 

Machacek, Joe Anton 
McClure, Ray Leslie 
McGillis, Loron N. 
McMains, Donald Ross, Jr. 
Myers, Charlotte Sara 


Myers, Seymour Leslie 
Owens, Beverly Wiley 
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Parris, Raymond 
Parrish, Claude W. 
Patty, Frank Waldolph 
Perkins, Henry 
Rice, Aris Lycurgus 
Riedel, Carl Oscar 
Rose, ‘Joseph 
Rubenstein, arry 
Rubinstein, Edwin 
schenkman, 
scherbert, John 
chiff, Martin N. 
Schuck, John Arthur 
chwartz, Edwin Louis 
schwartz, Harold 
Seelig, Robert M. 
hea, Joseph Frederick 
hea, Vincent Bernard 
Simpson, Clinton M. 
Smith, M. Met 
Stopec arvin elvin 
Stute, William Daryl 
Sutherland, Ralph Masterton 
Swearengin, Pharris 
Taylor, Frank Heckford 
Terasaki, Shigeo 
Tiffany, Raymond Ellsworth 
Orval D. 

ood, John Franklin 
4 Richard Tower 
Ziesmer, Carl Beauchard 


GRADUATES 
KIRKSVILLE COL E OF 
OSTEOPATHY AND SURGERY 
June 10, 1950 

Robes, Roger Ellwood - 
Boyd, Thomas Frank, Jr. 
Calabria, James Thomas 

Clark, James Homer 

Clarke, 1 Robert Newman 

Craft, Olaf Eugene 

Cunningham, Charles Edward 
Doctor, Frederick, Jr. 

Epperson, John Cleveland, Jr. 
Josephine Eugenia 
Fullman, Donald Grant 

Fulton, ‘Robert James 

Hinton, Donald ay 

Holdship, Eldred Carey 

enkins, Idste 
ones, Pegey J ane 

illgore Woodson 

Kinne, Sandford Halsey 

Knowles, William James 

Kohan, Nick (Nicholas) 
Lawrence, Orren John 
Magoun, Harold Ives, Jr. 
Marshak, Rubin 

McCurdy, Julius Robert, Jr. 
Peponis, Tom George 

Rawls, Frank William 
Ringland, Robe 
Roberts, Edward M. 
Roberts, Ruth Eleanor Sterrett \ 
Rockwell, Ellwood Bryant 
Spanos, Michael George 
Stark, Robert 
Steider, Robert Eugene 
Sweeney, Thomas Francis 
Lawrence V. 
Unruh, Vernard 
Walker, Alta Irene 
White, John Wesley 
Wills, John 
Wilson, Stanley Newell 
Wolleson, Billy Morgan 


GRADUATES OF 
PHILADELPHIA COLLEGE OF 
OSTEOPATHY 


June 10, 1950 


Adams, Jay W 
Asnis, “theodore 

arr, Ervin 
Bookbinder, Marvin 
Bramnick, Zachary 
Breuninger, Charles F. 
Brownstein, Stanley Sol 
Canter, Miiton 
Chaikin, 
Connor, oseph P. 
Cooper, Abraham S. 
Criscione, Louis R. 
William 
iPasqua, Jose " 
DiPompo, 4 
Dobritt, Walter P. 
Donati, O. John 
Dubin, Joseph M. 
Elliott, C. Wayne 
Fisher, William 
Fleisher, Phili 
Flint, Ralph W. J 
Glassman, Prankioo “H. 
Gluckson, Leonard D. 
Goodman, Emanuel M. 
Green, Alfred I 
Greenberg, Isidore S. 
Greif, Lawrence B. 
Haws, Virgil E. 
Johler, Charles W. 
ohns, Roswell J. 
johaston James A., III 
Kaiser, Grace Helsel 
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‘1. Over 30 Felsol Powder 


are yearly. 


3. More than 10 
the U.S. report gratifying results” 


. +. Impressive evidence that FELSOL 


is no experiment today, but a well sample of FELSOL 
proven medication for symptomatic 

treatment in asthma, hay fever, and ate 

bronchitis. 

. +. Evidence that you too can pre- |  sireet 

scribe FELSOL for these conditions 

with confidence. City-State. 

AMERICAN FELSOL COMPANY, LORAIN, OHIO PLEASE PRINT PLAINLY 


THE NEUROPSYCHIATRIC FOUNDATION, INC. 
Offers one and two year 
FELLOWSHIPS IN PSYCHIATRY IN THE 
MEYERS CLINIC, LOS ANGELES 
Training is available in the range of ambulant psychiatry 
emphasizing diagnosis and psychotherapy in coordina- 
tion with the psychologist and psychiatric social weekes. 

STIPEND $2,400 PER YEAR 
Graduates of approved colleges of Osteopathy are eligible. 
APPLY TO THE DIRECTOR 
THE MEYERS CLINIC 
800 SOUTH BERENDO ST. LOS ANGELES 5, CALIF. 


| 
telsol is we Known and prescribed 
by physicians in nearly every 
| 
| 
| | | 


“Pathogenesis of Visceral 
Disease Following 
Vertebral Lesions” 


Dr. Louisa Burns’ New Book 


A synopsis of the major observations from 40 years 
of research. Description of scientific methods used 
and statement of conclusions. 


Cloth cover. 6x9, XIV + 347 pages with illustra- 
tions, some in color. Limited edition—Price $6.00 
postpaid. 


An Ideal Gift 


Please send remittance with order to 


American Osteopathic Association 
212 E. Ohio St., Chicago 11, Ill. 
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Kaplan, Sidne 
Kirshbaum, Meyer > 
Klevansky, Raymond 

Konheim, Louis A. 

Korin, Bernard 

Kuptsow, Aaron 

Latkovic, Nicholas 

Lenhart, Astrid D. 

Lipson, Albert S. 

Martz, William L. 

Mayer, Richard David 

Mayer, Robert 


Moses, Charles H. Jr. 
Musick, William J. 
Myers, Marvin 
Orloff, Herbert _L. 
Parker, James N., 
Pertschuk, Louis P. 
Purdy, Ruth E. 
Randolph, Stanton F. 
Romm, Herman 
Rosenthal, Martin H. 
Rothmeyer, David C. 
Rubin, Herbert M. 
Rubinstein, Samuel H. 
Rzonca, Henry J. 
Schreiber, Murray 
Serota, Benjamin 
Siegel, 

Siegel, Karl D. 
Simon, Sidney 
Somerville, William A., Jr. 
Thaler, Abraham 

Ww akeling, Robert W. 
Wilson, C. Eugene 


CHANGE OF ADDRESS 
AND NEW LOCATIONS 


Andreen, W. C., from 5305 N. Seventh St., 
5309 N. Seventh St., Phoenix, Ariz. 

pe Wilham D., from 3421 E. Central 
Ave., = 3419 E. Central Ave., Albuquerque, 


Augenstein, Lowell E., from Osborn, Ohio, to 
34 S. Pleasant St., “Fairborn, Ohio. 

Beckwith, .. Gorham, from 5 E. Court St., to 
810 Warren St., Hudson, 

Bennett, Roy D., from Corwith, lowa, to 115 
W. First St., Mesa, Ariz. 

Berlijn, Gerard J., from 821 Apple Ave., to 
819 Apple Ave., Muskegon, Mich. 

Biery, Richard from 305 Steiner Bldg., to 
309 Steiner Bldg., Lima, Ohio. 

Blackle-, W. J., from 1225 ‘Drive., S. 
to 1269 C hicago Drive, S. W., Grand Rapids. 
9, 

Bonn, Douglas R., from Woodland, Mich., t 
112 S. Bridge 3" Belding, Mich. 

Wayne R., from Cleveland, Ohio, 
to 1385 Cook Ave., Lakewood 7, Ohio 

Brott, Wilson L., from 318 S. Union St., to 
111 W. Eighth St., Traverse City, Mich. 

Brown, Russell T., from 1100 N. Mission 
Road, to 2301 N. Indiana Ave., Los Angeles 
32, Calif. 

Brozen, Benjamin A., from 163 Rockaway 
Parkway, to ast Rockaway Parkway, Brook- 

m 12, N. 

Calaean Michael A., from Comanche, Texas, 
to 4631 Dyer St., Fl Paso, Texas 

Calmar, J. Th omas, from Fort Lauderdale, 
Fla., to 1550 Main St., Stratford, Conn. 

Carter, Hal K., from 12523 Third. Ave., to 
4244 Livernois Ave., Detroit 10, Mich. 

Carter, J. E., from 347 W. W ashington Bivd., 
to = W. Rudisill Blvd., Fort Wayne 6, 
Inc 

Choquette, A. A., from 929 Bryant Bldg., to 
Osteonathic Hospital of Kansas City, 926 E. 
llth St., Kansas City 1, Mo. 


4 GOOD DISPENSING 


TABLETS 


CHOLINE — METHIONINE — INOSITOL, Tablets 


SPECIALTIES 


ORAL B-12, In Whole, Fresh, Desiccated Liver & Duodenum 
HIGHER POTENCY, Calcium, Phosphorus, D, COATED TABLETS 
WHOLE, FRESH, DESICCATED DUODENUM — For Peptic Ulcer 
AND, 60 other good dispensing items — ALL SHIPPED ONLY DIRECT TO YOU— 
AT LOW WHOLESALE PRICES — SEND FOR PRODUCTS LISTING 
Quick Service — Better Prices on Nutritionals & Specialties 
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Christian, ry L,, from 16350 E. Warren 
‘ve. to 16703 E. “Warren Ave., Detroit 24, 
ich. 
Davis, Evan P., from M R 45 Washington 
aa. to 2324 Washington Road, Augusta, 
a. 


Diebold, Wendell, from Box 151, Federal Sta- 
tion, to 621 Morgan Bldg., Portland 5, Ore. 

Dresser, Harold E., from 720-22 Sixth Ave. 
Des Moines Still College Osteopathic fios. 
pital, 725 Sixth Ave., Des Moines 9, Iowa 

Eccles, Charles M., from 818 Central Ave., 
to 1129 Grand Ave., Connersville, Ind. 

Hissnbere, Lester, from Philadelphia, Pa., to 
36 Copley Road, Upper Darby, Pa. 

Been Edmond C., from Crazy Hotel Bldg. 

W. Second St. .» Mineral Wells, 
oa John B., DMS ’50; 1701 26th St., 
Des Moines 10, Towa. 

Fesguesn, Howard M., KC ’50; 1700 Horton 
Ave., S. E Grand Rapids 7, Mich. 

Frantz, David W., from Philadelphia, Pa., to 
7135 Seville Ave., Huntington Park, Calif. 

French, Lillian J., from Highland Park, N. J., 
to 42 7 Drive, Route 9, New Bruns- 
wick, N. 

Friedenberg, ” Martin L., from Muskegon 
Heights, Mich., to 2577 W. Grand Blvd., 
Detroit 8, Mich. 

Friend, J. egwasd, from 1705 N. Prospect 

Ave.. to 1703 N Prospect Ave., Milwaukee 


2, is. 

Fuller, A. R., from 106 Natl. Bank Bldg., to 
201 S. Park Ave., Fremont, Ohio 

Gagnon, Gabriel J., KC °50; Farrow Osteo- 
pathic Hospital, 239 W. Tenth St., Erie, Pa. 

Georgeson, Menas E., from 1256 Scotten Ave., 
. — W. Seven Mile Road, Detroit 19, 

ic 

Giletto, Toseph E., from 943 Church Lane, to 
1053 Duncan Ave., Yeadon, Pa. 

Grasska, William J., from 1933 Gates St., to 
3328 ‘Rowena Ave., Los Angeles 27, Calif. 

Gunne, Hugh J., from 20431 W. Chica 
Bivd., to 18248 Joy Road, Detroit 28, Mich. 

Hall, William F., Lom Houston, Texas, to 
1911 N. Chadbourne, San Angelo, aged 

Hatchitt, Robert G., from 421 Liberty Bldg., 
422 Liberty Bldg., Des Moines 9, lowa 

Hemingway, Thomas, from Whittier, Calif., 
to 3465 E. Sixth St., Los Angeles 23, Ca lif. 
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Hendrickson, Donald W., CCO °49; 

1087 Dennison Ave., Columbus 1, 
io 

Hensel, Edward, from 8363 Main St., to 4536 
Van Dyke, Utica, Mich. 

Herbert, B. E., from Lansing, Mich., to 65 
S. Irwin St., Dayton 3, Ohio 

Hofkin, Harold a from 11651% Atlantic 
Ave., to Medical Arts Bldg., 11501 Atlantic 
Ave., Lynwood, Calif. 

Hombs, Addison, Carson Mich., to 
408 W. Hillsdale, Lansing 15, 

Jewett, J. G., 217 Schneider Bldg., to 
710 Jule St. St. Joseph 54, Mo. 

uday, Lawrence ic. from 1953 Kemper Cir- 
=) 3305% Division St., Los Angeles 65, 
alif. 

Kauffman, Harry M., from 439 South St., to 
255 Pine St., Philadelphia 6, Pa. 

Kelsey, Vance ye from Canyonville, Ore., to 
Riddle, Ore. 

Kern, Arthur, from Los Angeles, rg to 
6315 Eastern Ave., Bell Gardens, Calif. 

King, William S., from Warren, Ohio, to 202 
Danigelis Bldg., Muskegon, Heights, Mich. 

Raatiocn, Wilfred M., from 412 Washington 
St., to 3402 Fourth Ave. -» San Diego 3, Calif. 

Kolbe. William A., from 5696 W. Vernor 
Highway, to 5662 W. Vernor Highway, De- 
troit 9, Mich. 

Lacey, Burr, from 2105 Independence '~toams to 
2827 Askew Ave.. Kansas City 3 


‘oad, to 805 W. 57th St., Los Angeles 37, 


Subjective... RELIEF 
Objective... BENEFIT 
in VASCULAR THERAPY 


In the management of peripheral vascular disease, the sub- 
jective response to rhythmic constriction— relief of pain, 
reduction of claudication, and return of warmth to the skin — 
runs parallel to increased vascularity as evidenced by improved 
oscillometric curves. 


The technic is simple — so simple that treatment may be ad- 
ministered during sleep and without an attendant. A Rhythmic 
Constrictor may be prescribed for use in the home as well as 
in the hospital. 

Write for abstract of a recent article. 


PRESCRIBE 


RHYTHMIC CONSTRICTOR 


Meredith, from 1100 N. Mission TH E U D Cc A T n 


Calif. 
12035 Nardin, Detroit 4, Mich. 


MILTON, WISCONSIN 


Lewis, George L., from Kutztown, Pa., to 27 
Front St., Catasauqua, Pa. 

Lind, Leon R., from Shawnee, Okla., to 1914 
Wyndale, Houston 21, Texas 

Lipton, Nathan, CCO °49; Mount Clemens 

neral Hospital, Macomb at North, Mount 

Clemens, Mich. 

Madigan, Thomas H., from 3408 he 16th St., 
to 104 Broadway, Denver 9, Co 

Marcom, Gordon A., KC 50; 722 Houston 
St., Levelland, Texas 

Mauger, Robert E., from 40 W. Third Ave., 
to 105 W. Third Ave., Columbus 1, Ohio 

McGowan, Thomas B., from New York, N. Y., 
to 1338 S. 28th St.. sane 46, Pa. 

Mellies, Charles M., KC °50; 7000 Brandon 
Drive, Jennings, St. Louis 20, Mo. 


Meloro, Angelo, from Fifth & High Sts., to 
W. First St. , Waterford, Erie County, Pa. 
Meyer, O. R., from Ferguson, Mo., to 4901A 


St. Louis 13, Mo. 
Miller, Jack % from 2434-36 W. Third St., 
to 758 Reibold Bldg., * ton 2, Ohio 


Miller, Walter H., from Bloomfield, N. 
Doctors Hos’ ital, 1087 Dennison Ave., Co- 
lumbus 1, Ohio 


Moon, Frank B., from 610 Medical Dental Rankin, William C., from 304 Putnam St., 


Bidg.. 4 Reserve 1, tes Life Bldg., 505 N. to 614 Seventh St., Marietta, Ohio 
rvay, -7 atlas exas Relich, Victor, from Berkeley, Calif., to 2241 
Moser, M. E., from 622 N. Vermont Ave., to Sacramento St., San Francisco 15, Calif. 
Beverly Bl Los ‘Angeles 4, Calif. Mart frem  Mayoville 
"49; N. Ni Ss Clini 

‘Lima, Ohio” CO *49; 223 N. Nixon Okla., to K. C. . Clinic, Kirksville, Mo. 
Nowlin, L “sd from 125 W. McDowell Road, Robb, S. Edith, hah 920 Hamilton Ave., to 

to 1422 N ‘5 oe Ave., Phoenix, Ariz. 744 Waverley St., Palo Alto, Calif. 
Paulson, ose h W., KCOS '50; Portland Roberts, Glenn M., from Media, Pa., to 225 

Osteopathic ospital, 616 N. W. 18th St., E. Horner St., Ebensburg, Pa. 

Portland 9, Ore. Robey, William H., from Box 176, to Box 
Pearlstein, Irvin A., from Philadelphia, Pa., 127, Steelville, Mo. 

to 659 es | ee ~ Ave., Yeadon, Pa. Robinson, Opal L., from Kurth Bldg., to 4411 
Pease, G ,» from Grand Rapids, Mich., to Montrose Bilvd., Houston 6, Texas 

422 Central Tower, Battle Creek, Mich. Rogers, Ned C., KC °50; Pineville, W. Va. 
Pettit, Robert L., from 3410 Ravina Drive, to Rohweder, Henry B., from 504 Jackson Bidg., 

1500 E. Grand Ave., Des Moines 16, lowa to 108 Savoy Hotel, 142 Seventh Ave., es 
Phillips, Donald I., from 622 Homestead Ave., Nashville 3, Tenn. 

to 201 Homestead Ave., Maybrook, N. Y. Rotermund, A. H., from Wheeler, Mich., to 
Pratt, Marilynn J., from Pasadena, Calif., to 640 E. Sastnew St., Breckenridge, Mich. 

202 E. Huntington Drive, Monrovia, Calif. Routzahn M., from we ee each, Fila., 

(Change of name from Seruto) to 25 e-®. Arcade, Orlando, 
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$36.50 


buys a time-proven 


Tycos* Aneroid 


ALWAYS ACCURATE 
in any position! 


YOU KNOW it's ac- 
curate as long as the 
pointer returns within 
zero! 


POINTER OSCIL- 
LATES with each 
pulse beat, revealing 
any pulse irregulari- 
ties! 


a 


SAVES PRECIOUS TIME! Zip open pocket 
case, circle Hook Cuff once around arm, 
and your Tycos is on! 


5. 


16 DIFFERENT 
adjustments on Hook 
Cuff to fit any size 
adult arm! 


CAN'T BALLOON 
out at edges, throw- 
ing your readings 
out of whack! 


7. 
MANOMETER CLIPS 
permanently on cuff, 
always ready for in- 
stant use! Minimizes 


accidental dropping. 


TEN YEAR triple guarantee! That means we'll 
readjust your Tycos Aneroid free of charge 
even if you drop it! (“Readjust" does not 
include cost of broken parts.) 


Leading the field since 1907 


ES, for 42 years, Tycos Aneroid has meant the ultimate in 

convenient, accurate blood pressure readings. 42 years of 
scientific experience and know-how are packed into your Tycos 
Aneroid. Many Tycos Aneroids have given over a quarter-century 
of dependable service and are still going strong. On display at 
your surgical supply dealer’s. Complete with exclusive Hook Cuff 
and pocket-size carrying case, only $36.50. Taylor Instrument 
Companies, Rochester, New York, and Toronto, Canada. 


* Registered Trade Mark 


TAYLOR INSTRUMENTS MEAN ACCURACY FIRST 
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Rowane, William A., KC ’50; 220 Short St., 
rie, 
St. Ama L. P., from River Rouge, Mich., 
to 3565 _ = Road, Allen Park, Mich. 
Schlossberg, from 254 S. 
Ave., to 7714 S. Central Ave., Los Angeles 


alif. 
Schultz, Lavertia L., from 2525 Saturn Ave., 
to 6925 Rugby Park, 
Serums, from 330 Rosemead Blvd., 
_3810 Colorado Birds Pasadena 41, 


Smith, z E., from Emporium, Pa., to 422 N. 
Main "Butler, a. 
M., Hollywood, Calif., to 
353 N. Mednik Ave., Los ngeles 22, Calif. 
ferome B., from Edcouch, Texas, to 
Lexington Mo. 
Arthur from 139 Bay State 
Road, to 687 Boylston St., Boston 16, Mass. 
Tanenbaum, William from Philadelphia, 
to 149 Pelham Toad, Germantown 19, 


Utterback, L. A., from 203 State Bank 
ae g., to Professional Arcade Bldg., Perry, 


Iowa 

Vick, Robert L., from Clovis, N. Mex., to 
Box 812, Tulia, Texas 

Watkins, rothy M., from 406 S. Main St., 
to 808 S. Franklin St., Austin, fine. 

Wescott, 


Kans. 
12300 S. E. Powell 
6, 
Bernard from 11651% Atlantic 
Bidg., 11501 Atlantic 


Wong, William H., —. Los Angeles, Calif., 
to 108 Main St. Salinas, Calif. 

vee Adolph from Roselle Park, N. J., 

224 E. Fifth Ave., Roselle, N. J. 

teen Morris H., from 5435 Woodward Ave., 
to 3301 Buena Vista, Detroit 6, Mich. 

Zawol, Leopold T., CCO °49; 5416 N. Spauld- 
ing Ave., Chicago 25, Til. 

Zirul, Elias E., KC "50; 5333 Swope Parkway, 
Kansas City’ 4, Mo. 


APPLICATIONS FOR 
MEMBERSHIP 


CALIFORNIA 
Fehling, Hans O., (Renewal) Monte Sano 
Hospital & Sanitarium, 2834 Glendale Blvd., 
Los Angeles 39 
P., 915 S. Atlantic 


Thurston, Dale W., (Renewal) 1625 N. Fair- 
fax Ave.. Los Angeles 4 
Brignall, Gaylord W., 406 Bank of America 
Bidg., Stockton 5 
COLORADO 
Graves, Kenneth L., 7. 1200 N. 12th 
St., Grand Junction 
CONNECTICUT 
Thornbury, Harry A., Jr.. (Renewal) 593 
Clinton Ave., Bridgeport 5 
FLORIDA 
Sams, Julian R., Jr., (Renewal) Crescent City 
Furey, William’ Jr., (Renewal) 231 Mag- 
nolia Ave., Eustis 
ILLINOIS 
Fletcher, Eugene H., Chicago 
Hospital, 5250 S. Ellis Ave., Chicago 15 
Tull, Jean Lishness, (Renewal) $347 Ss. 
Hoyne Ave.. Chicago 43 
Barton, Paul +. (Renewal) Ottawa Arthritis 
Sanatorium & ee Clinic, Ottawa 


ANSAS 
Buchele, Robert, — Howard 
Lorentson, Lennert L. 
St., Wyandotte 
MISSOURI 
Rebincon, Virgil L., Box 300, 
igbee 
Thomas, Price E., (Renewal) Kirksville Col- 
lege of Osteopathy and Surgery, Kirksville 
NEW JERSEY 
Sarama, Edward S., (Renewal) Black Horse 
Pike, Blackwood 
Booth, Paul E., (Renewal) 519 Main St., 
t Orange 


AN 
, (Renewal) 3660 18th 


Bigsby, A 1) 208 S. 
i ura ayton, enewa 
Phird St., ue — 


MA 
Staff, Frederick P., (Renewal) Box 355, 


Stratford 
PENNSYLVANIA 
Adams, William L., (Renewal) 133 W. Broad- 
way, Red Lion 


TEXA 

Barberee, Charles P., tRenewal) 902 Pine 
St., Texarkana 
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RATES PER INSERTION: $2.00 for 20 
words or less. Additional words 10 cents 
each. 25¢c for box number 


TERMS: Cash with order, please. 


COPY: Must be received by ist of pre- 
ceding month. 


ADDRESS all box numbers c/o THE 


JOURNAL, 212 E. Ohio St., Chicago 11, 
Illinois. 


FOR SALE: A few used Spinalators that 
we have taken in on newer models— 
thoroughly reconditioned and guaranteed. 
They are real bargains. The vppinalator 
Company, P.O. Box 826, Ashevil N. 


“PELVIC INFECTIONS’’—Send for free 

clinical reprints and data, describing 
an important advancement in the treat- 
ment of ave infections. MAJESTIC. 
Dept. . Montrose Ave., Chicago 
18, Illinois. 


FOR SALE: 1: 20-bed brick general 
hospital. South entral Oklahoma. Fully 

equipped. Priced for quick sale. Full in- 

and reason on request. 
Box 6505, THE JOURN 


FOR SALE: $20,000 to $25,000 proctology 
and general Ohio. Hospital 
facilities. Box 558, THE JOURNAL. 


ATTRACTIVE OPENINGS IN_ INDIANA 


s with unlimited license. If 
interested contact Dr. J. Vyverberg, 
=— Lafayette Life Bldg., Lafayette, In- 
diana. 


FOR SALE: Five-room modern office with 

full equipment in Illinois city of 85,000. 
Excellent practice for two. ill intro- 
duce. Box 556, THE JOURNAL. 


M & M KNEE KORRECTOR is a three 
ounce device designed to relieve imme- 
diately the cripplin g pains of torn and 
extruded knee cartilages. Patient walks 
away in comfort. Eliminates operations, 
baking, taping. Hundreds in successful 
use from coast to coast. Inexpensive. Pro 
For size, measure around leg 
. Send for details and evidence 
from doctors, athletes, housewives, work- 
ers. M & M Products, P. O. Box 585, 
Providence, R, I. 


LUOROSCOPIC-RADIO- 
GRAPHIC from $250 and up. 
sq. ft. jammed full with va 
& USED X-RAY ry PHYSIC 
APY Mie MOSS X-RAY & 
ME ANY, 1672 W 
HAymarket 1-1812. 


FOR SALE—USED 


Ogden, 


WANTED: Eye, Ear, Nose & Throat man 
for Clinical Group. Salary; young D.O. 
referred. Certificate not essential. Box 

. THE JOURNAL, 


FOR SALE—RECONDITIONED X-RAY; 

electromedical and electrocardiograph 
equipment; available at all district office 
in United States and Canada; prices in- 
clude installation and operating instruc- 
pons by engineers. Write: 


Electric 
Avenue, 14 isconsin. 


FOR SALE: Four room office and equip- 
ment. Five room apartment above. 
General practice established 25 years 
Suburban Philadelphia. Will introduce. 
Box 6509, THE JOURNAL. 


ANTED: Licensed physician, Missouri, 

for the last two wee in July, until 
the 6th of September. General practice 
in large city. xcellent remuneration and 
hours. Enclose recent photo and a 
cations. Box 7501, THE JOURNAL. 


OPPORTUNITY in Central New York. 

State. Large house, with offices situ- 

ated near business area overlooking park 

and lake. Expanding hospital 

facilities will be available tablished 

4 years. Reason: specializing. a D. 
Bears, D.O., Seneca Falls, 


(Smith) with Savin for your gynecologic 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


patients, you have the assurance that it can be obtained 
only on a written prescription, since this is the only 
manner in which this ethical preparation can be legally 
dispensed by the pharmacist. The dispensing of this 
uterine tonic, time-tested ERGOAPIOL (Smith) WITH 
SAVIN—only on your prescription—serves the best 


interests of physician and patient. 


INDICATIONS: Amenorrhea, Dysmenorrhea, Menorrhagia, 
Meirorrhagia, and to aid involution of the postpartum uterus. 


GENERAL DOSAGE: One to two capsules, three to four 


times daily—as indications warrant. 


In ethical packages of 20 capsules each, bearing no directions. 


Literature Available to Physicians Only. 


ERGOAPIOL ““m SAVIN 


SMITH COMPANY 
190 LAFAYETTE STREET 
MEW YORK 13, 


SURGICAL RESIDENCY available West 

Side Osteopathic Hospital, ons 
Penna., 3 yours. 
Write "Ralph P. Baker, 
Surgical Service. 


Chief mat 


FOR SALE: McManis and Rectal Op- 

erating Tables, Infra-Red and Carbon 
Lamps, and instrument table. Write Mrs. 
W. F. Buddenberg, Park Place Ave., 
Wheeling, W. Va. 


FOR SALE: Practice and office fixtures 
in metropolitan Detroit area with 
Respttal facilities. Box 7503, THE JOUR- 


MANIPULATIVE KIRKSVILLE GRADU- 

ATE desires an association or assis- 
tanceship. Licensed Missouri, North Caro- 
lina, New Jersey and Pennsylvania, Cor- 
respondence invited. Box 7504, The JOUR- 


Extra TIES 
50 yards for $1.00 


TECKLA GARMENT CO., 26 Southbridge St., Worcester |, Mass. 


Gentlemen: Please send us the following quantities of TECKLA 
PATIENTS’ OFFICE GOWNS: 


Write for price lists 
on TECKLA’s 
high grade 
DOCTORS' 
Office COATS 
and 

NURSES 


(Backs open; 
EXTRA TIES: 


NAME... 


; or full "length of 48”. 
Send C.0.8....... or Postpaid 


made-to-measure 
UNIFORMS 


TECKLA pays postage 


on all CASH orders 


LASSIFIED 
of” 
When prescribing Exgoapiol Yi 
— S 
_ 
| 
hall ct seam. 
G pat cor 
ie 00 per dot 
Be gust wer s 
— 
No. 36: Size SHO § 
12 inches...”.. 
. 
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CALIFORNIA 


THOMAS J. MEYERS 
Ph.D., D.O., F.A.C.N. 
AND 
Anthony DiNolfo, D.O. 
Psychiatry 
234 East Colorado Street 
Pasadena 1, Calif. 


Journal A.O.A. 
July, 1950 


CALIFORNIA 


Cecil D. Underwood, D.O. 


Practice limited to 


DERMATOLOGY 
and 


SYPHILOLOGY 


416 West 8th Street 
Los Angeles, California 


LEE R. BORG 
D.O., F.A.O.B.Pr. 
Certified by the A.O.B.P. 
Proctology 
1130 West Santa Barbara Avenue 


Los Angeles, California 
AXminster 7149 


BASIC INGREDIENT 
QUALITY PLUS... 


Quality is the prime factor in the 
*KRUSE “75” . . . plus utility and 
service. 

The three handy exterior sliding com- 
partments, six interior adjustable bottle 
loops and utility pocket permit a sys- 
tematic arrangement of instruments and 
accessories. Sturdy construction, steel 
frame, attractive design, black genuine 
pigskin, chromium plated expansion 
lock and hardware, and comfortable 
carrying handles . . . this is the KRUSE 
“75”. Over all size 16” long, 8” wide, 


and 10” high. “Sold at Surgical 
*Reg. U. S. Pat. Off.- Supply Deolers"’ 


G. KRUSE & CO. 


S00 McCarter Hwy., Newark 5, N. J 


MERRILL 
SANITARIUM 
(Neuropsychiatric) 
Established 1923 
EDWARD S. MERRILL 
A.B., D.O., F.A.C.N., Sc.D.(Hon) 
Certified Neuropsyéhiatrist 
irector 
4600 Centinela Ave. 
Venice, Calif. 


Los Angeles Phone 
as 


COLORADO 


Philip A. Witt, D.O. 


Urology and Surgery 


1550 Lincoln 


DISTRICT OF COLUMBIA 


Chester D. Swope,D.O. 


Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 


Kenny Method of Treatment of Infantile Paralysis 
and Its Relation to Osteopathy 


HAYE your patients been asking you about the sensational Kenny method of treating 
poliomyelitis victims? Have they wondered how it differs from osteopathy, if at all? 


Here is a booklet that you can hand to your patients. It answers their questions for you. 
It is based on an editorial in The Journal of the A.O.A. It tells the reader that hot packs 
and manipulation have been a part of osteopathic care of infantile paralysis victims since 
long before Elizabeth Kenny independently learned their value, and shows that the 
basis of osteopathic treatment is scientifically sound. 


The booklet contains 24 pages—size 4%4x7\%4. Postage in the United States is lc a 
copy. $3.00 per 100. Sample on request. 


Send for 100 or more today. Mailing envelopes 50 cents per 100 extra. No imprinting. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohio Street 


Chicago 11, Illinois 


STOMASEPTINE VAGINAL DOUCHE POWDER 


In leukorrhea . . . trichomonas vaginalis . . . vaginitis 
Dosage: Two tablespoonfuls dissolved in two querts of 
comfortably hot water. Dispensed: 2,6, 14 and 32 wz. jars. 

Clinical trial supply sent on request. 
STOMASEPTINE CORP., 150 WEST 28th STREET, NEW YORK I, N.Y. 
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MISSOURI NEW YORK OHIO 


EAST SIDE HOSPITAL 
Thomas R. Thorburn, D.O. TOLEDO, 5 OHIO 


Proctologist HOTEL BUCKINGHAM Member A. O. H. A. 
, 101 W. 57th Street Registered by A.O.A. 
501 Pine St. a tale OPEN STAFF 
w 
St. Louis 1, Mo. oe M..N. Greenhouse D.O. Bernard Abel D.O. 


Chief of Staff 


Administrator 


PENNSYLVANIA 


ANTHONY E. SCARDINO, D.O. COSMO CUTTING UNIT 


Practice Limited to DAVID SHUMAN, D.O. 
Dermatology & wha, the, order, Hypermobile Joints 


Syphilology in one compact easy to operate walt. 


Used on FIO AC or 
929 Bryant Building _ 
Kansas City, Mo. 


1728 Pine St. 
Philadelphia, Pa. 


NEW MEXICO RHODE ISLAND 


F. C. TRUE, D.O. 
SURGEON 


1141 Narragansett Blvd. 
CRANSTON §, R. I. 
i CHIEF SURGEON 


Co. 4215 Virginia Ave. Osteopathic General Hospital of RI. 
Cosmo Cautery St. Louls 11, Mo. 


J. Paul Reynolds, D.O. 


Roswell Osteopathic Clinic 
and Hospital 


401 N. Lea 
Roswell, N. Mex. 


“and Each tablet contains Ext. ef Velerian 0.05 gm. dispergentized fer maximum efficiency. 

for Nervous,: Oderless end tasteless. Non-habituating. ACTION AND USES: A mild central nerveus system 

depressent. Fer vse in emotional upsets, anxiety states, nerves insomnia, the nervous 
Irritable Patients syndrome ef the menopause and of artericscierotic subjects. 

: 1 er 2 tablets as required or 3 on retiring. Bottles of 50, 100 & 500. 

STANDARD PHARMACEUTICAL CO., INC. 1123 Broadway, New Yerk 


BET-U-LOL 


HUXLEY PHARMACEUTICALS 


521 FIFTH AVENUE, NEW YORK, WN, Y. CONTAINS 


METHYL SALICYL 
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Caminoids 


BRAND OF AMINOPEPTODRATE 


FOR ORAL ADMINISTR 


. . . whenever increased protein intake is required and the patient 
has difficulty in utilizing the necessary large amounts of protein 
from natural food sources, as may occur at times in pregnancy 
and lactation, gastrointestinal disoruers, convalescence, chronic mal- 
nutrition, surgery (both pre- and postoperatively), and liver disease; 
certain conditions in children, such as chronic diarrheas or ne- 
phrosis; and in old age, when needed protein foods are likely to 
be refused or poorly tolerated. 


One tablespoonful of CAMINOIDS three times daily provides 12 
Gm. of protein as hydrolysate. 


SUPPLIED: As a dry, granular powder, in 1-Ib., 5-Ib., and 10-Ib. 
containers; also available in bottles containing 6 oz. 


*CAMINOIDS has a notably low order of allergenicity. 


THE ARLINGTON CHEMICAL COMPANY 
YONKERS 1 


NEW YORK 
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For Your Women Patients 


Dilation treatment of Dyspareunia 


and Associated Vaginal Disorders* 

Dyspareunia following marriage, post-delivery opera- 
tions such as episiotomy or perneorraphy, and in 
vagismus not due to organic lesions often respond 
quickly to treatment with Young’s Dilators. Many of 
these cases can seldom be treated effectively with 
drugs alone. 

Patient cooperation is usually excellent. 

Treatment is simple to exnlain, can be done 

by the patient in her home with very little 

discomfort. Young’s Dilators come in a set 

of 4 graduated sizes. Used in series as 

muscles are stretched. 

Adult size, set of 4, $5.75 
Write for reprints 
*Crossen and Crossen Diseases of Women 


F. E. YOUNG & CO. 


E. 75th St., Chicago 19, Ill. 


start YOUR PRACTICE WITH 
THE RIGHT OFFICE RECORDS 


the DAILY LOG 


Solves ALL Your Bookkeeping 
Problems 


A complete financial record book for 

hysicians—designed by a physician. 
crease your income by catching all 
charges due—aids in keeping costs in 
line by giving you an itemized ac- 
count of all your expenses—gives you 
all records needed for income tax re- 
turn. Used by thousands of doctors 
for over 20 years—recommended by 
leading medical journals. 


© Complete in 
one volume 
Introductory Offer! 
® Designed b 
a pore As a special “get acquainted” offer 


to doctors just beginning practice, 
the Dr. Colwell DAILY LOG for 


® No bookkeeping 1950 is offered at a reduced rate. 


training needed You can use this proved system 

considerable saving. ter a fair 

© Costs less than trial, we believe you will reorder 
2c per day for the complete year of 1951. We 


will gladly send you details and 
descriptive booklet . . . without 
obligation, of course. WRITE . . - 


COLWELL PUBLISHING COMPANY 
265 University Ave., Champaign, !!!inois 
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Alkalol Co. 

American Felsol Co 37 

American Osteopathic 
Association................... 18, 22, 38, 42, 46 

Appleton, Century, Crofts Co................. 3 


Arlington Chemical 


Barnes, A. C., Company, Inc..................25 
Borcherdt Malt Extract Co... 16 
Camp, S. H. and Company.................... 19 
Cereal Institute — 
Cereal Lactic Co 10 
Ciba Pharmaceutical Products, Inc....... 5 
Colwell Publishing 44 
Commercial Solvents Corp....................... 27 
Cosmo-Cautery Co. 43 


Dartell Laboratories 28 
Eaton Laboratories = 24 
Endo Products, 
Esscolloid Co. a 45 
Ethical Specialties Co 38 
Huxley Pharmaceuticals, Inc................... 43 
Johnson & Johnson... 1 
Knox Gelatine Co me 31 
Lavoris Chemical Co 16 
Lea & Febiger 11 
McIntosh Electrical Corp... 11 
McLintock, Duncan C., Co., Inc............. 13 
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Macmillan Company 


Menley & James, Ltd...............................- 32 
Meyers Clinic ee 
12 
Morton Pharmaceuticals ..........................20 


14 
Novocol Chemical Co a 30 
8 
Professional Cards ........................-.--. 2, 43 
Professional Foods 18 
Protescicasl Prig. 
Ritter Co., Inc 2% 
Roerig, J. B. & Co... 7, Cover IV 
Saunders, W. B. Company oe Cover I 
9 
Shield Laboratories 21 
Special Milk Prod., Ine............... Cover II 
Standard Pharmaceutical Co., 

43 
Stom Aseptine Corp 42 
Insert 
Tampax, Inc. 17 
Taylor Instrument Companies................40 
Teckla Garment 
Vitaminerals, Inc. ....... 23 
Wander Company 15 
William Warner Co.................. Cover III 
Young, F. E. & Co., Ine.........................44 


Preconditions 
the patient 
to respond 
to treatment 


A natural bulk laxative fortified 
with vitamins and minerals. 
Gentle and effective. 

Corrects and prevents stubborn 
constipation. 

Restores depleted tissues. Helps 
build resistance. 

Vitamin content when packed 
150% average daily needs. 


Plus natural Vitamin B complex. 
Rich in Biotin, Choline, Folic acid 
and other B complex vitamins. 


Plus the trace elements: Cobalt, 
Copper, Manganese and Zinc in 
colloidal form. 


Safe and dependable. 
Contains no laxative drugs. 


Send for Introductory Offer 


| THE ESSCOLLOID CoO., INC. 
| 1620 Harmon Place 
| Minneapolis 3, Minn. 
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our rofessional | Keputation? 


™ Remember the day you first opened 
your office? You were “that new doctor 
in town” and people weren’t exactly beat- 
ing a path to your door. 


@ Little by little your professional reputa- 
tion grew. Your patients told others about 
you and referred to you as “our doctor.” 
You were established. You had a good 
professional reputation. 


™® Through the years you have learned 
how important it is to maintain that good 
professional reputation. You have learned 
too that you are judged not only by what 
you yourself do but by what people think 
of osteopathy in general. 


® You, the busy doctor, do not have the 
time to tell your patients all the facts about 
osteopathy. That is why OsTEoPATHIC 
MaGAZINE was created—to do that job 
for you. Why not take advantage of what 
it offers? Let OsTEopaTHic MAGAZINE 
help you maintain your good professional 
reputation. 


Inthe August Issue 


Help for Your Headaches—explains 
that headaches are a symptom 
You can send which need immediate professional 
your patients for as little as 8% cents for attention, and why. 

each copy if you have a yearly contract. 
For a slight additional cost—only $1.00 per | Beauty at Your Toe Tips—discusses 


100 copies—you can have your name im- the problem of fashion versus pro- 
printed on each copy. With a minimum per care of the feet from the 
amount of cost you create a maximum of woman’s standpoint. 
good will. . 

Was Hippocrates A D.O.?—tells 


how the writings of the Father of 
Medicine relate his experiences 
with manipulative therapy. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohie St., Chieage 11, Hl. 
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A Shield Against Allergic Disorders 


DIATRIN. Hydrochloride 


‘WARNER’ 


A Superior Antihistaminic of Proved Value/?” 


Effective - Less Toxic - Minimum Side-Effects 


bottles of 100 and 1000 tablets. 


References 1. 


Combes, F. C., Zuckerman, R. 
and Canizares, O: Diatrin Hy- 
drochloride; A New Antihista- 
minic Agent for the Treatment 
of Pruritus and Allergic Derma- 
toses, Ann. of Allergy, 7:676, 
1949. 


&. 
Kugelmass, I. N.: Antihista- 
minic Therapy of Allergic Dis- 
orders in Infants and Children, 
N.Y. State F. M., 49:2313, 1949. 


PACKAGE INFORMATION: Diatrin* Hydrochloride sugar-coated oral tablets, 50 mg each; 


Combes, F. C., Zuckerman, R. 
and Canizares, O.: Diatrin Hy- 
drochloride ; Clinical and Toxi- 
cologic Studies of a New Anti- 
histaminic Agent, 7. Invest. 
Dermatol., 13:139, 1949- 


WILLIAM R. WARNER & CO., INC, New York, St. Louis 
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When pregnancy is first diagnosed, the need for increased amounts of calcium, phos- 
phorous, iron and vitamins is already present. 

OBron—specifically designed for the OB patient—provides balanced proportions 
of calcium, phosphorous, iron and vitamins to meet the added nutritional demand of 
the mother and to safeguard the optimal development and growth of the fetus. 

Especially beneficial during the period of lactation, 

OBron supplies adequate vitamins and minerals to protect 
the nutritional state of the mother and insure an optimal 
content of these nutrients in the milk for the nursing child. 


CALCIUM IRON PHOSPHORUS VITAMINS...ALL IN ONE CAPSULE 


*Dicalcium Phosphate, Anhydrous... 768 mg. Vitamin B, (Riboflavin) 
Ferrous Sulphate U.S.P............. 64.8 mg. Vitamin By (Pyridoxine Hydrochloride) 0.5 mg. 
Vitamin A (Fish-Liver Oil)... 5,000 U.S.P. Units Vitamin C (Ascorbic Acid) 
Vitamin D (Irradiated Ergosterol) 400 U.S.P. Units Niacinamide 
Vitamin B, (Thiamine Hydrochloride) . 2 mg. Calcium Pantothenate 
*Equivalent to 15 grains Dicalcium Phosphate Dihydrate 


J. B. ROERIG & COMPANY = 
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